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ON THE ADMINISTRATION OF EVIPAL SOLUBLE TO 
INFANTS AND CHILDREN 


BY HENRY W. HUDSON, JR., M.D.* 


ATING from the importation of evipal 
soluble to England from Germany in 1932 
there have appeared in the literature an in- 
creasing number of reports concerning the phar- 
macology and intravenous use of the barbituric 
acid derivatives. Almost without exception the 
reports have been favorable and in many in- 
stances, enthusiastically so. It is not our in- 
tention to review the literature as this has been 
frequently and ably done by others, but to re- 
port the use of evipal soluble in infants and 
children. With a single exception’ no such re- 
port has come to our attention, although some 
authors include the administration of evipal 
soluble or other barbiturates to a small num- 
ber of children in connection with more fre- 
quent administrations to adults. A few authors 
dismiss the possibility of such administration 
by assuming that it is not applicable to the very 
young. 


Since a primary consideration in the selection 
of any anesthetic is its safety, it was thought 
desirable to undertake a clinical study of evipal 
soluble in the Children’s Hospital. Permission 
was sought and obtained from the administra- 
tion and from the professional staff of the hos- 
pital to conduct this study. The provision was 
made that, during the period of trial, the ad- 
ministration should be undertaken by one indi- 
vidual only. The material presented, therefore, 
represents the experience of the author with 
one hundred administrations of evipal soluble to 
71 infants and children, ranging in age from 
8 months to 14 years. All administrations in- 
cluded were carried out within the hospital, and 
all of the patients were under treatment by the 
surgical service of the Children’s Hospital with 
the exception of 14 private patients under the 
eare of the writer and 2 patients from the oto- 
laryngologie service and one from the dental 
service. The first administration was made on 
May 18, 1936 and the hundredth on March 19, 
1937. Selection of cases was of necessity in- 
fluenced by the opportunities and time avail- 
able to the administrator and by the desire 
to learn for what types of surgical procedures 
intravenous anesthesia with barbiturates is fea- 
sible. The inclusion in this series of certain 

*Hudson, Henry W., Jr.—Associate surgeon, Children’s Hos- 


pital. For record and address of author see “This Week's 
Issue,’’ page 945. 


types of operation must not be interpreted as 
our recommendation that evipal soluble be used 
for all purposes. 


The experience was confined to the use of 
evipal soluble (N-methyleyclohexenylmethyl 
barbiturie acid), as marketed by the Winthrop 
Chemical Company which kindly furnished the 
drug for the first 50 patients. Subsequently, 
evipal soluble was purchased by the hospital 
through the usual channels. In every instance 
a fresh 10 per cent solution was prepared by 
the administrator immediately before its use. 
There was no difficulty in obtaining the neces- 
sary clear solution within a few seconds. The 
solution was instilled intravenously in every 
instance. This calls for a certain facility in 
vena puncture in small patients, which may ac- 
count for the statement in the literature that 
such an anesthesiec agent is not applicable to 
the very young. In only one instance was the 
administration not completed. In 7 patients 
small amounts of the solution escaped from the 
vein into the perivenous tissue, but in no in- 
stance did a local reaction ensue. The veins 
utilized were one of those adjacent to the ante- 
cubital space, the external jugular, the saphe- 
nous at the ankle, and, in a few instances, the 
veins of the sealp, the dorsum of the foot, or 
of the hand. Approximately one half of the 
estimated dose was introduced within 10 to 20 
seconds, then after a pause of about 20 seconds 
the remainder of the solution was given, so that 
the entire amount was administered within 90 
seconds. In 5 eases additional injections were 
made to prolong or deepen the anesthesia. 
Evipal soluble was administered to 1 child 
five times, to 4 children four times, and to 4 
children two times. The largest total dose was 
1.5 grams, administered during a period of 26 
minutes to an 11 year old boy, who was oper- 
ated upon for an inguinal hernia. The smallest 
dose was 0.1 gram administered to each of 2, 8 
months’ old infants. 


The age of the patients was as follows: 


No. of 
Cases 
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The operations in which this anesthetic was 
used follow : 


Operation No. of 

Cases 

Dilatation for esophageal stricture.............ccceeeee 14 
Incision and drainage of ADSCESS..........cccccccccvcs 12 


imstillation. 
Circumcision 
Herniorrhaphy 
Appendicectomy 
Removal of toreign body 
Debridement of compound fracture of skull with ele- 

Tonsillectomy 
Biopsy 


Safety. In only one instance was there any 
concern as to the well-being of the patient after 
the administration of evipal soluble, and in this 
case other factors may have been responsible 
for the alarming cyanosis and arrest in respira- 
tion that followed. 

The patient was a girl of 6 years and 5 months 
who had an extensive submaxillary abscess. Five 
tenths of a gram of evipal was administered in- 
travenously. The patient was asleep in 15 sec- 
onds, and there was excellent anesthesia and 
relaxation. Slight cyanosis was present but it 
had been for the 10 hours preceding operation. 
About 12 minutes after the administration, and 
while a dressing was being applied, the patient 
became intensely cyanotic. This was thought 
to be due to respiratory obstruction rather than 
to respiratory depression. With the use of a 
mouth gag and a tongue clamp and the aspira- 
tion of the pharynx, the cyanosis lessened. Fif- 
teen minutes later extreme cyanosis and cessa- 
tion of respiration ensued. Heart sounds could 
not be made out. Two and a half cubic centi- 
meters of coramine were introduced intravenous- 
ly without effect. The dressing was removed, 
and artificial respiration was instituted and 
maintained during the administration of a mix- 
ture of carbon dioxide and oxygen. After about 
5 minutes of artificial respiration, voluntary ir- 
regular respiration began. After another 5 
minutes, the respirations became regular, the 
color became normal. and the patient was re- 
turned to bed. She made a satisfactory recov- 
ery. 

It was the impression of those present that 
her immediate difficulty was a mechanical ob- 
struction rather than a depression of respira- 
tion. In no other instance was it thought nec- 


essary to stimulate the patient in any way, al- 
though slight respiratory depression, as evi- 


denced by shallow respiration, was frequently 
observed. Coramine was given intravenously 
to several of the patients early in the series, 
not because it was felt that a respiratory stimu- 
lant was indicated, but to see whether the in- 
troduction of coramine would have the effect of 
ending the anesthesia more rapidly. In the 
doses used (1.5 eubic centimeters of coramine 
intravenously), ne effect was noted in these few 
patients. 


We had been prepared for respiratory ob- 
struction due to relaxation, and we supported 
the jaw whenever necessary. This was neces- 
sary in about one half of the cases. Twenty- 
four patients showed convulsive movements 
varying from extreme tonus with opisthotonos 
to mild movement of the extremities. Two pa- 
tients developed hiccough which lasted less than 
a minute. Trismus was present in 6 cases. Fol- 
lowing return of consciousness a few patients 
were wildly excited, disoriented and difficult to 
restrain. These symptoms lasted from a few 
minutes to over an hour. Some of the older 
patients complained of vertigo and others of 
diplopia. These effects were transient. Three 
of the older patients apparently tasted the drug 
before losing consciousness, one of them say- 
ing, ‘‘there is something in my mouth,’’ the 
second saying, ‘‘I taste it,’’ and the third mov- 
ing his tongue as though he tasted something. 
Despite the vertigo and diplopia complained 
of by some patients, nausea and vomiting were 
conspicuous by their absence. In almost every 
instance, the patient resumed his regular diet 
at the meal next following the administration 
of the anesthetic. There was nausea with vom- 
iting in 6 eases. 


Depth of Anesthesia. In every instance, am- 
nesia followed introduction of the drug into 
the vein. In 8 instances the depth of anesthesia 
was regarded as unsatisfactory. The criterion 
for satisfactory anesthesia was the ability of 
the operator to carry out the desired proce- 
dure without undue inconvenience to himself 
and without jeopardy to the result. In every 
instance the operator was asked whether he con- 
sidered the anesthesia satisfactory. In 355 cases 
the author not only administered the evipal 
soluble but conducted the operative procedure. 
The unsatisfactory administrations were as fol- 
lows: 


Case 1. A 6 year old boy had had repeated anes- 
thesia of various types for the dilatation of an eso- 
phageal stricture. He was a particularly refractory 
child. As 0.15 gram of evipal was administered 
in 30 seconds without apparent effect, the dose was 
increased to a total of 0.4 gram within 2 minutes. 
Shortly thereafter the patient became drowsy and 
confused, but was not sufficiently relaxed to permit 
the introduction of a mouth gag without a struggle. 
His condition remained unchanged for the next 12 
minutes, after which ether anesthesia was induced 
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with no excitement stage and without objection on 
the part of the patient. 


Case 2. An 8 year old boy was given 0.3 gram 
of evipal in 30 seconds and was asleep within 30 sec- 
onds. The dose was increased to a total of 0.8 gram. 
The child was unconscious but reacted to slight stim- 
uli with purposeful defensive gestures, which made 
the introduction of a catheter into the trachea im- 
possible. He was finally given ether for the intra- 
tracheal introduction of lipiodol. It was thought 
that the amount of ether necessary was not decreased 
by the preliminary administration of evipal soluble. 


Case 38. An 8 year old boy was given 0.3 gram 
of evipal. He was asleep within 20 seconds, but some 
clonic movement ensued which was followed by con- 
tinued, purposeful movements of his arm. Although 
he was not conscious, he struggled at each puncture 
with the endotherm needle and cried out on several 
occasions. It was necessary to restrain him. Fol- 
lowing treatment he slept soundly and quietly. 


Case 4. A patient of 9 years and 10 months was 
given 0.2 gram of evipal. He was asleep within 20 
seconds. The amount of the dose was increased 
to a total of 0.4 gram. He became wildly excited 
and resistant. He responded to slight stimuli such 
as light pinching. Eighteen minutes later the dose 
was increased to a total of 0.7 gram. He became 
quieter but was still not relaxed and still responded 
to stimuli. Ether anesthesia was instituted with 
a very smooth induction period and a herniorrhaphy 
was performed. 


Case 5. A 5 year old boy who was to have a ure- 
thral dilatation was given 0.55 gram of evipal. There 
was very poor relaxation with muscle twitching and 
spasmodic movement throughout the operation. He 
developed hiccough. Relaxation was not satisfactory 
for this operation. 


Case 6. A boy of 4 and 9/12 years was given 0.5 
gram of evipal. He was asleep within 10 seconds. 
The respirations were shallow, but the color was 
good. There were no convulsive movements, but the 
patient was not relaxed and he responded to painful 
stimuli. It was possible to carry out a circumcision 
without any other anesthesia, but considerable re- 
straint was required. 


Case 7. A 4 year old boy who was to be circum- 
cised was given 0.4 gram of evipal. He was asleep 
almost instantly. There were transient clonic move- 
ments. There was neither respiratory depression 
nor cyanosis. There was adequate anesthesia for 
about 10 minutes; but, on account of bleeding, the 
operation was prolonged and during the last 10 min- 
utes a good deal of movement was present and the 
patient cried out, though he was definitely not con- 
scious. No additional anesthetic was used, but the 
relaxation was not adequate. 


Case & A 6 year old boy who was to have a biopsy 
from the posterior cervical lymph nodes was given 
0.3 gram of evipal. He lost consciousness within 15 
seconds and appeared quiet and relaxed. Although 
this dose was small it seemed as though it would be 
possible to conduct the biopsy. As the field was pre- 
pared and draped, he began to move about and he 
responded to painful stimuli. A second dose should 
have been given but was not, and the biopsy was 
carried out with manual restraint and at great in- 
convenience. The child, however, had no recollection 
of the procedure. 


It should be understood that in the group 
of patients reported, satisfactory anesthesia sim- 


ply means that it was possible for the surgeon 
to carry out the desired procedure and does not 
necessarily imply complete relaxation. The re- 
laxation obtained with evipal soluble appears 
to be very variable in degree. Some patients 
relax in a satisfactory manner, and others fail 
to relax even when doses comparable to age and 
weight are administered. 


Duration. Like the degree of relaxation, the 
duration of anesthesia appears to vary consid- 
erably. For example, each of 2 infants of 8 
months was given 0.1 gram of evipal; 1 pa- 
tient slept soundly for 30 minutes, and the 
other slept for only 6 minutes. Two patients 
of 7 years were given 0.9 gram and 0.6 gram, 
respectively. The first patient slept for 9 min- 
utes, the second patient for 1 hour and 20 
minutes. An 11 year old boy was given 0.4 
gram and slept for 1 hour and 15 minutes, al- 
though a 10 year old boy who was given 0.4 
gram slept for 12 minutes. An 8 year old boy 
was given 0.3 gram and slept for 2 hours. 


In every instance a careful record was kept 
of the exact time of administration and of the 
time at which the patient responded normally 
to questions and seemed to be oriented. This 
interval was regarded as the duration of the 
anesthesia. The great majority of the patients 
were distinctly drowsy for some time after this 
period, and alternately slept and awakened. A 
few patients awakened immediately and seemed 
to be fully oriented. From our experience to 
date we are not able to state accurately how 
long a patient will remain asleep. Except un- 
der unusual circumstances where very large 
doses are employed, it is safe to say that the 
patient will awaken within 1 hour of the time 
of administration and certainly within 2 hours. 
He may or may not be sufficiently free from 
vertigo, diplopia or lack of orientation to be 
released from observation. 


Pleasantness. This may well be regarded as 
of secondary importance. Those who have to 
deal with children, however, and particularly 
children who are subjected to a series of opera- 
tive procedures under anesthesia, will realize 
that a child’s response to a given anesthetic is 
conditioned by his previous experience with an- 
esthesia. With the exception of the very young 
to whom a needle puncture is a painful stim- 
ulus and nothing else, patients in this series 
preferred evipal soluble to the other anesthetics 
with which they were familiar. In a number of 
instances children on the wards asked that they 
be given ‘‘the needle’’ as opposed to gas or some 
other anesthetic. The freedom from nausea and 
vomiting was also noteworthy. Many individu- 


als—and this is particularly true of children— 
find the application of a mask over the nose 
and face a most unpleasant and often alarming 
experience. 


individuals vary in their attitude 
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toward the loss of consciousness with inhalation 
anesthesia. Both of these objections are elim- 
inated by intravenous anesthesia. 


Dosage. At the time this study was begun 
there was little in the literature to form a guide 
as to the amount of drug to be used in the very 
young. With the exception of the reference 
cited, there is still no very definite informa- 
tion available. Our problem, therefore, was one 
of trial and error and, fortunately, there were 
no serious errors. It has not been possible to 
arrive at a definite dosage based on age and 
weight. The nutritional state of the patient, 
his weight as compared with the average for his 
age, and a knowledge of the probable length of 
time necessary to complete the operation or 
manipulation will influence the size of the dose 
given. Since we did not wish to confuse the 
effect by preliminary medication with narcotics 
or sedatives, morphine was rarely given before 
the evipal was administered. No other bar- 
biturie acid derivatives were used as a prelim- 
inary medication. In those few instances in 
which morphine was given an hour before the 
administration of evipal soluble, it was felt that 
the effect of the evipal was definitely enhanced 
and that the respiratory depression was not in- 
creased. In general our conclusions lead us to 
believe that 1.0 eubie centimeter of the 10 per 
cent solution or 0.1 gram of evipal soluble per 
year of age up to the age of 5 years is satis- 
factory and that the increment thereafter should 
be smaller. The factors of weight and desired 
duration influence this dosage somewhat. 


COMMENT 


From an experience with one hundred admin- 
istrations of evipal soluble to infants and chil- 
dren it seems proper to conclude that the drug 
may be used safely in doses of about 0.1 gram 
per year of age up to the age of 5 years, and 
that a somewhat smaller increment may be used 
after that age. Except under unusual circum- 
stances the drug will produce amnesia and 
sleep. It will often produce relaxation suffi- 
cient for a short operation, but the degree of 
relaxation is not constant. It is definitely more 
pleasant to the patient than is anesthesia with 
an inhalation anesthetic. It appears to pro- 
duce relaxation more frequently than avertin 
does. It has the advantage over avertin of a 


much more rapid induction period and has a 


much less prolonged effect. There is consid- 
erable variation in the length of sleep produced, 
even when the same dose is employed with ref- 
erence to age and weight. Preliminary medi- 
cation with morphine, although utilized in only 
a few instances, appears to be safe and to en- 
hance the effect of evipal. 


It is a very satisfactory form of anesthesia 
for painful dressings, removal of sutures, ma- 
nipulations of short duration within the oral cav- 
ity, the treatment of many accidental wounds 
and the brief manipulation of simple fractures. 
If relaxation is ‘not an essential, its use can be 
expanded considerably. It has seemed, in the 
few instances in which it has been employed, to 
be a most satisfactory anesthetic for thoracot- 
omy, including rib resection, and to be definite- 
ly superior to nitrous oxide which is often ac- 
companied by cyanosis in patients whose vital 
capacity is decreased, and to local anesthesia 
which is not very satisfactory in apprehensive 
children. Tonsillectomy has been done under 
evipal soluble, but due to trismus there was 
some difficulty in the introduction of a mouth 
gag. Circumcision may be easily performed un- 
der evipal, but the patient may struggle. The 
passage of esophageal and urethral bougies has 
been satisfactorily accomplished. 


Certain precautions are desirable as in the 
use of other anesthetic substances. Without 
trained assistance in the form of another physi- 
cian or a trained nurse, difficulties might be en- 
countered on account of mechanical obstruction 
of the air passages or because of respiratory de- 
pression. It is desirable that coramine be avail- 
able for immediate use in case serious respira- 
tory depression occurs. For the same reason it 
is desirable to have apparatus at hand for the 
administration of a mixture of carbon dioxide 
and oxygen. In our cases, with one possible 
exception, no such respiratory depression oc- 
eurred. Following the administration of evipal 
soluble, patients should be kept under observa- 
tion in bed until fully recovered. Multiple ad- 
ministrations of evipal soluble within short pe- 
riods of time have been done without ill effects. 
The possibility of idiosyncrasies to barbituric 
acid and its derivatives must be borne in mind, 
but we have not encountered them. 
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LUNG CYSTS 
With a Report of Three Cases 


BY LOUIS RABINOWITZ, M.D.,* AND EDWARD J. ROGERS, M.D.* 


YST of the lung has been described as an 
intrapulmonary sac lined by bronchial tis- 
sue and containing air, fluid or both. Up to 
the present time less than 300 cases have been 
reported. More than half of this number have 
been described during the past 10 years. King 
and Harris’® suggest that the large number re- 
ported during the past decade may have re- 
sulted from the more general routine use of the 
roentgenogram. 


The specific etiology of pulmonary cysts is 
not known. The pathogenesis has been ascribed 
to congenital bronchiectasis, congenital atelecta- 
sis, maldevelopment of alveolar tissue, bronchial 
dilatation, lymphatic dilatation, syphilis and 
chronic pneumonitis. Smith’* and Collins’ have 
suggested that the process may take place be- 
fore birth. Koeckert, in his study of fetal 
bronchiectasis, describes the failure of develop- 
ment of alveolar sacs. The consequent bronchial 
growth from the primary tube of a thin-walled 
cyst may replace the entire lobe or lung. The 
congenital origin has been fully discussed by 
Eloesser,® Lilienthal,’* Ballon, Singer and Gra- 
ham! and many other observers. 


A very interesting possible cause of lung cyst 
has been suggested by the studies in vita- 
min A deficiency of Wolbach,?* Wolbach and 
Howe,??: **: 2 Blackfan? and others. It is known 
that vitamin A deficiency creates a condition of 
starvation that is specific for a great deal of 
epithelial tissue. As a result, the normal physi- 
ologie activity of the epithelium is modified and 
is accompanied by atrophy of the epithelial cells. 
A basal cell proliferative process, caused by ac- 
tive mitotic division, undermines the original 
epithelium with a stratified keratinizing epi- 
thelium. This resultant cell layer accumulates 
in the glands and ducts of the lung bronchi and 
is later noted as a cystic formation containing 
yellowish, cheesy masses of keratinized cells. 
Bronchial occlusion and dilatation, as well as 
atelectasis, may result. 

The pulmonary eyst is lined by cylindrical 
epithelium, isolated cartilage and areas of mus- 
ele. The fluid content of the cyst contains 
mucus, desquamated epithelial cells and white 
blood cells. Blatt and Jacobs® describe epithe- 
lial and connective tissue proliferation. The 
bronchial ducts containing the cheesy material 
often communicate with regions containing bac- 
teria and provide culture mediums for their 
growth. The stratified epithelium lining these 

*Rabinowitz, L« \is—Assistant medical director, State of Ver- 
mont Sanatorium Rogers, Edward J.—Superintendent and 
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cysts often prevents infectious invasion of the 
tissues beyond. 

There have been descriptions of pulmonary 
cysts that are secondary to the congenital nar- 
rowing or stenosis of a bronchus or the bronchi 
of the involved lobes. The case of ‘‘obstructive 
emphysema’’ described by Wilson’® suggests 
this type of eyst. 

Cysts may be single or multiple in the paren- 
chyma, and they may be attached to the trachea. 
They may be unilateral with an aplasia of the 
lower lobe, as in the case described by Iacchia,® 
or they may be bilateral, as in the case noted by 
Wood and Garvin.2® They may be found in 
infants (King and Harris’®) or in very old 
adults. 

Lung cysts may be connected with the trachea 
by intermittently or continuously open bronchi, 
which may result in expansile or nonexpansile 
eysts. Those which have no communication with 
the trachea, because of stenosis of the proxi- 
mate bronchi, often contain fluid. 

Noninfected cysts may produce no symptoms, 
as in the cases cited by Wood and Garvin? 
and by Pollock and Marvin.’® Many eases re- 
main asymptomatic throughout life. The fol- 
lowing case which we have followed for 5 years 
is an example of how long a cyst may be ex- 
istent in the lung of a patient with no symp- 
toms. 

Case 1. J. D., a 16 year old girl, was routine- 
ly examined in 1932 for entrance to a camp. 
Roentgenologic examination of her chest was 
made at that time, and she was referred to us 
for further study by her family physician. At 
that time she was 64 inches tall, weighed 75 
pounds and presented no symptoms. Physical 
examination of the chest disclosed flatness, almost 
absent breath sounds and rare crepitant rales 
on the left side. The right side of the chest 
was normal. The heart sounds could be heard 
more distinctly on the right. X-ray study (fig- 
ures 1 and 2) of the chest showed a solid, opaque 
shadow throughout the left side, except for the 
apex which was demarcated by a straight hori- 
zontal edge from the normal lung shadow above. 
The tracheal, mediastinal and cardiac shadows 
were pushed to the right. A diagnosis of pul- 
monary cyst was made at this time, and an 
exploratory operation with the intention of re- 
moving the cyst was recommended, but this was 
refused by the patient. 

The patient has been followed to the present 
time (1937). She is not short of breath and fol- 
lows the same routine that is pursued by her 
friends. The physical signs have not changed, 
and the roentgenogram, except for some sugges- 
tion of a slight increase in the size of the cystic 


shadow, has not altered from the findings in 
1932. 


The clinical picture in this condition varies 
and is influenced by the strength of the cyst 
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wall, bronchial drainage, the valve mechanism 
at the orifice and cystic infection. In infants, 
cysts may rupture and produce pneumothorax 
with its concomitant signs and symptoms. 


FIGURE 1. 
with a pulmonary cyst containing fluid in the left lung. 
patient has been asymptomatic. 


Roentgenogram of the chest of a 20 year old girl 
This 


Large, peripheral cysts may show limited mo- 
tion, tympany or flatness, diminished breath 
sounds on the affected side and displacement 
of the mediastinum and its organs to the oppo- 


FIGURE 2. Lateral roentgenogram of 
girl as in figure 1. 


the chest of the same 


site side. These findings are illustrated by the 
following case. 


Case 2. M. R., a 57 year old housewife, was 
referred to us in 1935 by her family physician 
because he had found some abnormal signs in 
her chest about a year before when she had 
a respiratory infection. At this time she had 
a chill and remained in bed for a week. She 
improved, and had no consequent symptoms. 

Physical examination showed a woman 64 inch- 
es tall and weighing 155 pounds. The breath 
sounds were diminished to absent in the left side 
of her chest. The heart sounds were noted on 
the right. The blood pressure was 175/80. The 
roentgenogram (figure 3) of her chest showed 


FIGURE 3. Roentgenogram of the chest of a 57 year old 
woman with a large air-containing cyst in the left lung con- 
taining many calcified areas in its wall. This patient has had 
occasional periods of respiratory symptoms. 


a large rarefied shadow on the left occupying 
the region of the left lung from the diaphragm 
to about the first interspace. The peripheral 
aspect showed many small areas of calcification. 
The tracheal, mediastinal and cardiac shadows 
were pushed to the right. 

The diagnosis of pulmonary cyst with calcifica- 
tion in the wall was made. This patient is 
symptom-free in 1937. 


Intermittent or continuous dyspnea and cya- 
nosis, productive cough, hemoptysis and abrupt 
periods of respiratory symptoms may be pres- 
ent, particularly in cases of infected cysts such 
as the following: 


Case 3. R.L., a 16 year old school girl, was 
found to have a positive Mantoux reaction during 
a routine school tuberculosis survey in the fall 
of 1936, and a roentgenogram was made of her 
chest. With the discovery of an abnormal shad- 
ow in the film, a follow-up history was taken and 
a physical examination made. 

She had had pneumonia at 18 months of age, 
as well as the usual exanthems during childhood. 
She had scarlet fever at about 11 years of age. 
Following this she had impaired hearing on the 
right for an unknown period, and a continuous 
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discharge from the right ear. She started to 
cough a great deal when about 5 years of age, 
and had occasional periods of hemoptysis. The 
coughing had continued to the summer of 1936, 
and the hemoptysis was becoming frequent. At 
this time she was continually “tired” and had 
an afternoon temperature and night sweats. She 
improved gradually toward fall and returned to 
school. She still coughed and expecturated, par- 
ticularly when in bed. ‘ 


effusion, solid tumor, echinococeus evst, tubercu- 
lous cavity or pulmonary abscess, and consoli- 
dation or atelectasis. 

Many cases of lung cysts remain asympto- 
matic throughout life and require no treatment. 
Air-containing cysts which have elastic walls, 
particularly those occurring in infants, may be 
aspirated with possible recovery, as in the cases 


FIGURE 4. 


Roentgenogram of the chest of a 16 year old girl 
with an infected cyst in the right upper lobe containing fluid 
and air, with its wall outlined by iodized oil. This patient had 
severe respiratory symptoms during the greater portion of her 
life. 


Physical examination disclosed a 16 year old 
well-developed and nourished white school girl. 
Her height was 64 inches, her weight 108 pounds, 
and she was slightly dyspneic. Her temperature 
was 100.2° F. by mouth, and her pulse was 82. 
Her tonsils and teeth were infected. Cervical 
adenopathy was present. There were diminished 
motion and breath sounds, with rare crepitant 
rales on the right. 

Postural drainage at the time of examination 
produced about 30 cc. of foul, green sputum con- 
taining no appreciable numbers of bacteria. Per- 
sistent sputum examinations were negative for 
tubercle bacilli. The roentgenogram showed (fig- 
ures 4 and 5) a well-defined, rarefied shadow 
in the region of the right upper lobe, partly 
filled with liquid and air. A _ bronchographic 
study verified the tracheal connection of the cyst 
and outlined its wall. 

The diagnosis was that of an infected pul- 
monary cyst. Immediate lobectomy was recom- 
mended. 


Roentgenography and bronchography usually 
demonstrate the thin walls of the cyst. The 
absence of the characteristic hilus stump helps 
to differentiate lung cyst and pneumothorax. 
The presence of bronchial stenosis and of lung 
secretion may be determined by bronchoscopy. 
Aspiration of the cyst should be performed 
with great caution. 

A differential diagnosis requires the consid- 
eration chiefly of encysted empyema or pleural 


FIGURE 5. Lateral roentgenogram of the chest of the same 
girl as in figure 4. 
of King and Harris'® and Fleming.” Fluid 
cysts have been successfully removed with a 
complete cure (Miller’* and Harrington‘). In- 
fected cysts, on the other hand, present toxic 
complications. Postural and _ bronchoscopic 
drainage, artificial pneumothorax and phrenic 
neurectomy have been attempted but with no 
particular success. Lobectomy is the most prom- 
ising procedure. Churchill' has reported a mor- 
tality of 2.6 per cent in 38 patients subjected to 
lobectomy by methods now recommended. If 
an atelectatic lobe is present on the same side, 
thoracotomy and the maintenance of a high neg- 
ative pressure may be successful (Oughterson 
and Taffel’*). 


The mortality of children under 3 years of 
age with pulmonary cystic disease is very high. 
As the individual grows older, provided the cyst 
remains uninfected, the prognosis becomes bet- 
ter. When infection of the eyst occurs, the 
outlook without treatment is fatal. 


SUMMARY 


A brief review of the etiology and pathogene- 
sis, symptoms and signs, and prognosis and 
treatment of pulmonary cysts is presented. 

Observations on 3 patients with cystie dis- 
ease of the lung are reported. One patient had 


‘an asymptomatic fluid cyst; the second showed 
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an air-containing cyst and experienced only 
mild symptoms; and the third had an infected 
cyst with severe symptoms. 
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THE EFFECT OF BENZEDRINE SULFATE ON 
THE HEMATOPOIETIC SYSTEM* 


BY PURCELL G. SCHUBE, M.D.,t NAOMI RASKIN, M.D.,f AND ELEANOR CAMPBELL, A.B.t 


ENZEDRINE sulfate (phenylisopropylamine 

sulfate) is a synthetic ring compound which, 
although only recently introduced to the medi- 
eal profession, has been extensively investigated 
physiologically. It has been recommended for 
clinical use in infections of the upper respira- 
tory tract where it is desirable to decrease vas- 
cular congestion,’ in spastic gastrointestinal con- 
ditions,” in spastic gall bladder conditions,* and 
in mild psychotic, psychoneurotic and fatigue 
states.* It is highly probable that as the work 
on this drug progresses it will be recommended 
for use in other diseases. Because any new 
drug is potentially dangerous from the point 
of view of causing damage to the hematopoietic 
system with resulting changes in the hemoglobin 
content of the erythrocytes and alterations in 
the type, quantity and proportions of erythro- 
cytes and of leukocytes, it was felt that an in- 
vestigation of the ability of benzedrine sulfate 
to alter these blood elements should be con- 
ducted. It is our purpose to present the re- 
sults of such an investigation in this paper. 


METHOD 


The individuals used in this study were all 
physically normal. They were resident at the 
Psychiatrie Clinic of the Boston State Hospi- 
tal because of a mental illness and remained 


*From the Psychiatric Clinic and Pathological Laboratory 
of the Boston State Hospital, Boston, Mass. 

+Schube, Purcell G.—Assistant superintendent, Boston State 
Hospital. Raskin, Naomi—Pathologist, pathological laboratory, 
Boston State Hospital. Campbell, Eieanor—Laboratory assist- 
ant, Robert Breck Brigham Hospital. For records and addresses 


of authors see ‘“‘This Week’s Issue,’”’ page 945. 


there throughout the study period. There were 
56 male and 30 female patients with an age 
range of 17 to 55 years. The study divided 
itself into three parts: 


Group 1. Six patients who received 10’mg. 
of benzedrine sulfate by mouth daily for 30 
days and in whom the blood picture was fol- 
lowed at weekly intervals throughout this pe- 
riod and for several subsequent weeks. 

Group 2. Seventy patients who received 10 
mg. of benzedrine sulfate by. mouth daily for 
30 days and in whom the blood picture was 
studied 6 to 12 months later. 

Group 3. Ten patients who received 30 mg. 
of benzedrine sulfate subcutaneously daily for 
14 days and in whom the blood picture was 
studied 6 to 12 months later. 


Control cell counts and ‘hemoglobin estima- 
tions were made in all patients before the ben- 
zedrine sulfate study was started. The hemo- 
globin was determined by the Sahli method. 
The erythrocyte and leukocyte counts were per- 
formed with standardized pipettes and hemo- 
cytometers. The differential counts were made 
on ordinary smears stained by Wright’s method. 


RESULTS 
Group 1. In this series the patients were all 
males. They received benzedrine sulfate for 36 


days, and the studies were made during that 
period. As a result it was determined that: (1) 
there were no significant alterations in the red 
blood cell counts; (2) the hemoglobin in 3 weeks 
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of drug administration showed, in general, first 
a decrease and then an increase; (3) the leuko- 
eyte count showed no consistent change; (4) 
the polymorphonuclear count, after an initial 
drop during the first 2 weeks, returned to its 
original level (this drop although not marked 
was very definite); (5) the number of small 
lymphocytes decreased in most instances during 
the first 2 weeks and remained at the new 
level throughout the experiment; (6) there was 
very little change in the number of large lym- 
phoeytes, monocytes, basophils and eosinophils ; 
(7) wo abnormal or young erythrocytes or leuko- 
cytes were found. These changes were not be- 
yond the range of the experimental error of the 
methods used and were certainly not pathologi- 
cally significant. 


Group 2. In those patients of whom 34 were 
males and 36 females, who received 10 mg. of 
benzedrine sulfate by mouth daily for 30 days, 
a study of the blood picture 6 to 12 months 
later showed it to be normal. This included 
the hemoglobin estimation, the erythrocyte, 
leukocyte and differential counts, and the size, 
shape and staining reaction of the cells. 


Group 3. In the 10 male patients who re- 
ceived 30 mg. of benzedrine sulfate subcuta- 
neously, daily for 2 weeks, a study of the blood 
picture 6 to 12 months later showed no abnor- 
mality in any detail. 


DISCUSSION 


In an earlier paper from this hospital My- 
erson® had noted that the immediate effects of 
large subeutaneous doses of benzedrine sulfate 
upon the blood pictures of 15 patients were 
quite marked. In 4 of the cases the red cell 
count rose 1.5 to 3 millions within 2 hours after 
administration of the drug and without any defi- 
nite rise in hemoglobin. In 7 cases the red cell 
count rose about 1 million. The leukocyte count 
was doubled, tripled and even quadrupled in 4 
cases and was associated with a striking poly- 
morphonuclear leukocytosis although there was 
no inerease in immature e¢ells. In other cases 
there was a slight or moderate increase in white 
cells with an almost invariable increase in neu- 
trophils. In 2 individuals who were given daily 
injections of 30 mg. subeutaneously a step-like 
progression in the red cell count occurred. As 
a result there were 9.3 and 10.9 million erythro- 
eytes, respectively, at the end of 4 days, with 
only a slight corresponding increase in hemo- 
globin. This’ report on the immediate effects of 
the drug constitutes, so far as we know, the 
only available data on the effect of benzedrine 
sulfate upon the cellular constituents of the 
blood. 

In our study, with the exception of the pa- 
tients in group 3, the dosage of benzedrine sul- 


son and its administration extended over a much 
longer period of time. A comparison of the 
data which we have obtained over this longer 
period with that obtained by Myerson over a 
short period justifies us in stating that such 
changes as occur immediately in the red and 
white cell counts are transient. We observed 
no tendency upon the part of the drug to alter 
permanently the cellular constituents of the 
blood stream. As has been indicated, this state- 
ment holds true particularly for small doses of 
benzedrine, but these doses are, we feel, those 
that are the most likely to be used by the clini- 
cian. 

Benzedrine sulphate is a drug which contains 
a benzene ring in its structure. Similar com- 
pounds as well as benzene itself have been 
known to produce transient and permanent 
changes in the hematopoietic system. These 
changes may produce anemia, leukopenia or 
other alterations in the cell counts, such as a 
relative increase in the percentage of lympho- 
cytes, decrease in polymorphonuclear leuko- 
eytes and decrease in the number of platelets. 
It would appear from our work that such 
changes do not occur following the use of ben- 
zedrine sulfate either during the administration 
of the drug or months after it has been discon- 
tinued. Our observations, however, are few and, 
although they seem to indicate that the drug is 
harmless in reasonable doses, it must not be for- 
gotten that there may be individuals capable of 
reacting badly to benzedrine. Permanent or 
dangerous changes in the blood or blood-form- 
ing organs may be induced under such cireum- 
stances. 


SUMMARY 


A study of the effect of benzedrine sulfate 
upon the hematopoietic system of man, as 
gauged by the changes in cells, and hemoglobin 
is presented. It was impossible to demonstrate 
by this method any permanent alteration ir the 
blood picture either during or long after the 
administration of benzedrine. 
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THE ONE HUNDRED AND FIFTY-SIXTH ANNIVERSARY 


Tuesday, Wednesday and Thursday, June 1, 2 and 3 
Hotel Bradford, Boston 


¥ is to be noted that all meetings and ex- 
hibits will be under one roof this year, in 
the air-conditioned Hotel Bradford. 

Ten hospitals will unite in presenting the best 
of their clinical material before the Society 
during the morning and afternoon of Wednes- 
day. June 2, in the Bradford’s lobby salon, a 
room arranged to seat an audience of 1000. The 
program for this meeting has been very care- 
fully selected, the 26 presentations listed having 
been chosen from a field of over 90 applications. 
The Committee has felt the greatest responsi- 
bility in offering a program to the whole mem- 
bership of the Society at once, and has disre- 
garded all personal considerations in its effort 
to make it a worthy one. The idea has met 
with an enthusiastic response from the hospitals, 
and its reception by the rest of the Society 
will be watched with great interest. 

It should be kept clearly in mind that the See- 
tion Meetings are being held as usual, but are 
so scheduled as not to conflict with the com- 
bined clinical meeting. 


STANDING COMMITTEES 


Of Arrangements 


Horatio Rogers, W. S. Burrage, R. P. Stetson, 
Augustus Thorndike, Jr., E. J. O’Brien, Jr. 


On Publications 

R. I. Lee, R. B. Osgood, R. M. Smith, F. H. 
Lahey, J. P. O’Hare. 
On Membership and Finance 

D. N. Blakely, G. C. Caner, J. E. Fish, H. F. 
Newton, H. Q. Gallupe. 
On Ethics and Discipline 

David Cheever, R. L. DeNormandie, C. 
Kickham, R. R. Stratton, W. J. Brickley. 
On Permanent Home 

W. H. Robey, C. G. Mixter, J. M. Birnie, 
C. S. Butler, E. C. Miller. 
On Medical Education and Medical Diplomas 

Reginald Fitz, C. H. Lawrenee, C. A. Spar- 
row, E. 8S. Calderwood, A. W. Stearns. 
On State and National Legislation 

C. E. Mongan, F. E. Jones, A. W. Marsh, 
A. 8. Begg, D. L. Lionberger. 
On Public Health 


R. P. Watkins, Gerald Hoeffel, G. D. Hender- 
son, S. C. Dalrymple, H. L. Lombard. 


J. 


On Malpractice Defence 


F. G. Baleh, E. D. Gardner, F. B. Sweet, 
A. W. Allen, W. R. Morrison. 


ASSIGNMENTS OF COMMITTEEMEN AND AIDS 
Morninc—JuNE 1 
Dermatology Section—Dr. E. J. O’Brien, Jr., 

in charge. 
Aids—Dr. E. L. Kiekham, Dr. W. T. 
O’ Halloran. 
Obstetrics Section—Dr. H. Rogers, in charge. 
Aids—Dr. A. G. Gauld, Dr. B. S. 
Wood. 
Tuberculosis Section — Dr. W. S. Burrage, in 
charge. 


Aids—Dr. Langdon Parsons, Dr. G. 
S. FitzHugh. 


TUESDAY AFTERNOON 


Radiology Section—Dr. A. Thorndike, Jr., in 
charge. 
Aids — Dr. G. K. Coonse, Dr. G. A. 
Marks. 
Medicine Section—Dr. R. P. Stetson, in charge. 
Aids—Dr. J. A. Halsted, Dr. T. H. 


Ham. 
TUESDAY EVENING 
Shattuck Lecture—Dr. E. J. O’Brien, Jr., in 
charge. 
Aids—Dr. E. L. Kickham, Dr. W. T. 
O'Halloran. 


WEDNESDAY—JUNE 2 
Combined Clinical Meeting 
Dr. A. Thorndike, Jr., Chairman. 


MORNING SESSION 


Dr. W. 8. Burrage, in charge. 
Aids—Dr. Langdon Parsons, Dr. G. S. 
FitzHugh, Dr. G. K. Coonse, Dr. 
A. G. Gauld, Dr. B. S. Wood. 


AFTERNOON SESSION 


Dr. R. P. Stetson, in charge. 
Aids—Dr. J. A. Halsted, Dr. T. H. 
Ham, Dr. G. A. Marks, Dr. E. L. 
Kickham, Dr. W. T. O’Halloran. 


WEDNESDAY MORNING 


Council Meeting 
Dr. Rogers and Dr. O’Brien. 
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WEDNESDAY EVENING 
Annual Dinner—Dr. W. S. Burrage. 
THURSDAY MorNING 
Surgery Section—Dr. A. Thorndike, Jr., in 


charge. 
Aids — Dr. G. K. Coonse, Dr. G. A. 
Marks. 
Pediatrics Section—Dr. W. S. Burrage, in 
charge. 
Aids—Dr. Langdon Parsons, Dr. G. S. 
FitzHugh. 


THURSDAY NOON 
Annual Meeting and Discourse—Dr. H. Rogers, 
in charge. 
Aids—Dr. A. G. Gauld, Dr. B. S. 
Wood. 


GENERAL INFORMATION 


All meetings, commercial and scientific ex- 
hibits, clinical meetings, luncheons and dinner 
will be held in the Hotel Bradford. 

A Bureau of Information will be maintained 
at the Registration Desk on the stage of the 
Ballroom. Physicians expecting to receive tele- 
phone calls should leave proper information with 
the hotel operator. 

Fellows are requested to register as soon as 
they arrive and to get tickets for the Annual 
Dinner and for the Thursday luncheon. The 
charge for the Annual Dinner will be $1.00 to 
those who are not in arrears and the Thursday 
luncheon will be without charge to those whose 
dues have been paid. 

The Scientific Exhibits are located on the 3rd 
and 4th floors. 

The Commercial Exhibits are located in the 
Ballroom and in the Men’s Lounge. 

Medical Moving Pictures will be shown con- 
tinuously throughout the meeting in the 
Women’s Lounge, 3rd floor. 

Free Parking. A parking space for 100 cars, 
has been reserved for members in the parking 
lot at 16 Hollis Street, directly opposite the 
hotel. When entering the lot ask to be put in 
that space. Your membership badge, shown 
upon leaving, will be your credential for this 
privilege. 


TUESDAY MORNING, JUNE 1 


SEecTION OF DERMATOLOGY AND SYPHILOLOGY 
9:00 o’clock 
Studio C, 5th Floor 
Officers of the Section 
Dr. C. Morton Smith, Boston, Chairman. 
Dr. J. Harper Blaisdell, Boston, Secretary. 


1. Syphilis Looks at the Doctor. 
By Dr. Nels A. Nelson, Boston. 
Discussion by: Dr. C. Guy Lane, Boston, 
and Dr. Walter T. Garfield, Boston. 


2. The Significance of a Positive Blood Test 
for Syphilis. 
By Dr. William A. Hinton, Boston. 
Discussion by: Dr. Harry C. Solomon, 
Boston, and Dr. Austin W. Cheever, 


Boston. 
3. The fRoentgenological Manifestations of 
Syphilis. 
By Dr. George W. Holmes, Boston, and 
Dr. James R. Lingley, Boston. 
Discussion by: Dr. Sidney L. Morrison, 
Boston, and Dr. Patrick F. Butler, 
Boston. 
4. The Early Diagnosis of Cardiovascular Syph- 
ilis. 
By Dr. Paul D. White, Boston. 
Discussion by: Dr. George A. Dix, Wor- 
cester, and Dr. Burton E. Hamilton, 
Boston. 
5. Mapharsen in Cardiovascular Syphilis. A 
Preliminary Report. 
By Dr. Bernard Appel, Boston. 
Discussion by: Dr. Francis M. Thurmon, 
Boston. 
6. Etiological Factors Preceding or Producing 


Occupational Eruptions. 

By Dr. Frank Crozer Knowles, Professor 
of Dermatology, Jefferson Medical Col- 
lege of Philadelphia, Philadelphia, Pa. 
(By invitation.) 


N. B. On Tuesday, June 1, after the meeting 
of the Section of Dermatology and Syphilology 
there will be a round-table discussion at lunch- 
eon at the Hotel Bradford. at 12:45 if enough 
persons are interested. In order that details for 
this plan may be worked out, will those who 
plan to attend this luncheon please notify the 
secretary of the Section, Dr. J. Harper Blaisdell, 
45 Bay State Road, Boston. 


TUESDAY MORNING, JUNE 1 


SECTION OF OBSTETRICS AND GYNECOLOGY 
9:00 o’clock 
Lobby Salon, 1st Floor 
Officers of the Section 


Dr. Raymond S. Titus, Boston, Chairman. 
Dr. Roy J. Heffernan, Boston, Secretary. 


1. Abortion. 

By Dr. James R. McCord, attending 
gynecologist and obstetrician, Grady 
Memorial and Wesley Memorial hos- 
pitals, Atlanta, Ga. 

2. Hydatidiform Mole and Chorioepithelioma. 

By Dr. Louis E. Phaneuf, Boston. 


3. Clinical Aspects of Ectopic Pregnancy. 


By Dr. John Rock, Brookline. 
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TUESDAY MORNING, JUNE 1 
SECTION OF TUBERCULOSIS 


9:00 o’clock 
Penthouse, 14th Floor 


Officers of the Séction 


Dr. Olin S. Pettingill, Middleton, Chairman. 
Dr. Theodore L. Badger, Boston, Secretary. 


1. The Role of Contact Examinations in Tu- 
berculosis Control. 
By Dr. Alton S. Pope, Boston. 
Discussion by: Dr. Roy Morgan, West- 
field. 


2. A Study of Tuberculous Disease in Nurses. 
By Dr. Theodore L. Badger, Boston. 
Discussion by: Dr. Julius G. Kelley, Po- 

casset. 


3. An Evaluation of Pneumothorax and Thora- 
coplasty in the Treatment of Tubercu- 
losis. 

By Dr. Julius L. Wilson, William Wirt 


Winchester Hospital, New Haven, 
Conn. 

Discussion by: Dr. Andrew Peters, 
Springfield. 


TUESDAY AFTERNOON, JUNE 1 
Section OF MEDICINE 
2:00 o’clock 
Lobby Salon, 1st Floor 


Officers of the Section 
Dr. Laurence D. Chapin, Springfield, Chairman. 
Dr. George D. Henderson, Holyoke, Secretary. 


1. Heat Therapy. 
By Dr. Harry C. Solomon, Boston. 
Diseussion by: Dr. John C. Gibson, Bos- 
ton. 


The Treatment of Anemia. 
By Dr. William Dameshek, Boston. 
Diseussion by: Dr. Clark W. Heath, Bos- 
ton. 


ad 


Suction Pressure Therapy in Peripheral Vas- 
cular Disease. 
By Dr. E. Everett O’Neil, Boston. 
Diseussion by: Dr. Allen §S. Johnson, 
Springfield. 


4. The Wisdom of the Human Body. 
By Dr. Richard C. Cabot, Cambridge. 
Diseussion by: Dr. Joseph H. Pratt, Bos- 
ton. 


TUESDAY AFTERNOON—JUNE 1 


SECTION OF RADIOLOGY AND PHYSIOTHERAPY 
2:00 o’clock 
Studio C, 5th Floor 
Officers of the Section 


Dr. William G. Curtis, Wollaston, Chairman. 
Dr. Frank E. Wheatley, Milton, Secretary. 


1. Physical Modalities in the Treatment of Dis- 
crete Skin Lesions. 
Illustrated by lantern slides. 
By Dr. Francis P. McCarthy, Boston. 
Discussion by: Dr. Austin W. Cheever, 
Boston. 


2. X-Ray Therapy of Nonmalignant Conditions 

of Interest to General Practitioners. 

A. Pyogenie Infections and Other In- 
flammatory Processes. 

By Dr. Isaac Gerber, Providence, Rhode 
Island, consulting radiologist, Rhode 
Island Hospital. 

B. The Effect of X-Ray Treatment of the 
Spinal Nerve Roots. 

By Dr. Herman A. Osgood, Boston. 


3. Treatment of Gonorrhea in Women by Means 
of Systemic and Additional Pelvic 
Heating. 

By Dr. William Bierman, New York, 
N. Y., attending physician, Department 
of Physical Therapy, Mount Sinai Hos- 
pital, New York, N. Y. 


TUESDAY EVENING—JUNE 1 


THE SHattruck LECTURE 
8:15 o’clock 
Lobby Salon, 1st Floor 
By Dr. Henry D. Chadwick, Boston. 
achusetts Commissioner of Public Health. 
Subject: THE DISEASES OF THE INHABITANTS OF 
THE COMMONWEALTH 


Light refreshments will be served after the 
lecture in the same room. 


Mass- 


WEDNESDAY—JUNE 2 
CoMBINED CLINICAL MEETING 
9:00 am.—12:45 p.m. 1:45 p.m.-5:00 p.m. 
Lobby Salon, 1st Floor 


Boston City HospitaL STarr 
Wednesday, June 2, 1937 


9:00-9:15 a.m. 
1. Dr. Tracy J. Putnam, Boston. 
The Late Results of Operation for the 
Treatment of Hydrocephalus. 
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9:15-9:30 a.m. 
2. Dr. C. S. Keefer, Boston. 

Some Aspects of Hemolytic Streptococcus 
Infection with Reference to Prognosis 
and Treatment. 

9 :30-9 a.m. 
3. Dr. Soma Weiss, Boston. 
Nutrition and Cardiovascular Disorders. 


New ENGLAND DEACONESS HospITAL STAFF 


9 :-45-10:00 a.m. 
Dr. E. P. Joslin, Boston. 
The Use of Protamine Insulin in the Treat- 
ment of Diabetes. 
10 :00-10 :15 a.m. 
Dr. F. H. Lahey, Boston. 
Thyroid Disease. 


FAULKNER HOosPITAL STAFF 


10 :15-10 :30 a.m. 
Dr. C. Frothingham, Jamaica Plain. 
The Treatment of High Blood Pressure. 


MASSACHUSETTS GENERAL Hospital STAFF 


10 :30-10 :45 a.m. 
7. Dr. Walter Bauer, Boston. 
Gonorrheal Arthritis. 
10 :45-11 :00 a.m. 
8. Dr. Paul D. White, Boston. 
Criteria for the Diagnosis of Coronary Dis- 
ease. 
11 :00-11 :15 a.m. 
9. Dr. A. M. Greenwood, Boston. 
Treatment of Scabies. 


MASSACHUSETTS MemMorRIAL HospItaALs STAFF 


11 :15-11 :25 a.m. 
10. Dr. Samuel Vose, Boston. 
The Present-Day Management of Obstruct- 
ing Prostate; Case Demonstrations. 
11 :25-11:35 a.m. 
Dr. Howard M. Clute, Boston. 
The Management of Bleeding Gastrojejunal 
Uleer. 


11. 


11 :35-11 :45 a.m. 


12. Dr. Reginald Fitz, Boston. 


Presentation of a Case of Thrombocyto- | 9 


penia. 
11 :45-11:55 a.m. 
Dr. James E. Vance, Boston. 
Presentation of a Case of Weight Loss by 
Anterior Pituitary Medication. 
* * * 


12:00 m.-12 :45 p.m. 
Dr. Leslie T. Webster, Rockefeller Institute 
for Medical Research. 
The Increasing Incidence of Rabies. 
Control and Treatment. 


13. 


14. 
Its 


bo 


15. 


16. 


17. 


19. 


20. 


26. 


LUNCHEON PERIOD 


Perer BrigHaM HospirAL STAFF 


1:45-2:00 p.m. 
Dr. W. P. Murphy, Boston. 
What Can Be Done for the Leukemie Pa- 
tient? 
2 :00-2 :30 p.m. 
Dr. E. S. Emery, Jr., Boston. 
Dr. M. C. Sosman, Boston. 
Dr. R. Zollinger, Boston. 
The Surgical Treatment of Peptic 
When and How to Use It. 


2 :30-2 :45 p.m. 
Dr. R. T. Monroe, Boston. 
The Treatment of Hemorrhage in 
Uleer. 


Uleer: 


Peptic 


IsRAEL HosprraL STAFF 


2 :45-3 00 p.m. 
Dr. J. E. F. Riseman, Boston. 
Clinical Evaluation of Drugs Used 
Treatment of Angina Pectoris. 


3:00-3:15 p.m. 
Dr. L. Hermanson, Boston. 
Cholangiography. 


3:15-3:30 p.m. 
Dr. E. G. Crabtree, Boston. 
Acidification Therapy for Chronie Urinary 
Infections. 


Betu 


in the 


CHILDREN’s HosprraL STAFF 
3:30-3:45 p.m. 
Dr. C. F. MeKhann, Jr., Boston. 
Lead Poisoning. 


3 :45-4 :00 p.m. 
Dr. T. H. Lanman, Boston. 
Surgery of Pulmonary Suppuration. 
4:00-4:15 p.m. 
Dr. W. T. Green, Boston. 
Congenital Dislocation of the Hip. 


CaRNEY STAFF 


4:15-4:30 p.m. 
Dr. Louis Phaneuf, Boston. 
Surgical Treatment of Uterine Prolapse. 


Boston HospirTaAL STAFF 


4:30-4:45 p.m. 
Dr. Harold M. Teel, Waban, Mass. 
The Present-Day Treatment of Eclampsia. 


4:45-5:00 p.m. 
Dr. Dunean E. Reid, Boston. 
The Treatment of Severe Cases of Perni- 
cious Vomiting. 
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WEDNESDAY MORNING, JUNE 2 
SUPERVISING CENSORS’ ANNUAL MEETING 
10:00 o’clock 
Penthouse, 14th Floor 


CoUNCIL 
ANNUAL MEETING 


10:30 o'clock 
Penthouse, 14th Floor 


This meeting will be followed by the Cotting 
Luncheon to Councilors. Should the Council 
meeting be prolonged, the Councilors will recon- 
vene for an adjourned meeting. 

A list of the Councilors for 1937-38 is pub- 
lished in a separate pamphlet. 


WEDNESDAY EVENING, June 2 
ANNUAL DINNER 
7:15 o’clock 
Lobby Salon, 1st Floor 


Speaker: Dr. Charles Gordon Heyd, Presi- 
dent, American Medical Association. 

Fellows wishing to sit together at the dinner 
please send their names to Dr. W. S. Burrage, 
of the Committee of Arrangements, 8 Fenway, 
Boston, at the earliest possible moment. 

Tickets for the dinner (price $1.00) should 
be obtained at the Registration Desk. 

The dinner will be followed by dancing, to 
which members and their guests are invited. 


THURSDAY MORNING, JUNE 3 
SECTION OF SURGERY 
9:00 o’clock 
Penthouse, 14th Floor 
Officers of the Section 


Dr. Frederick S. Hopkins, Springfield, Chair- 
man. 
Dr. Augustus Thorndike, Jr., Boston, Secretary. 


SYMPOSIUM ON TRAUMATIC SURGERY 


1. Spinal Injuries. 
By Dr. W. Jason Mixter, Boston. 
Discussion by: Dr. Garry DeN. Hough, 
Jr., Springfield, Mass. 
2. The Present Status of Traumatic Surgery. 
By Dr. John J. Moorhead, professor of 
traumatic surgery, Post-Graduate Med- 
ical School and Hospital, New York, 
N. ¥. 
Diseussion by: Dr. Allen G. Rice, Spring- 
field, Mass. 


3. Industrial Insurance Aspects of Traumatic 
Surgery 
By Dr. Joseph H. Shortell, Boston. 
Discussion by: Dr. W. Irving Clark, Wor- 
cester, Mass. 


4. Compound Fractures. 
By Dr. Otto J. Hermann, Boston. 
Discussion by: Dr. Ernest M. Daland, 
Boston. 


5. Untoward Results in the Treatment of Frac- 
tures. 
By Dr. Kellogg Speed, clinical professor 
of surgery, Rush Medical College, Uni- 
versity of Chicago, Chicago, Il. 
Discussion by: Dr. Charles E. Ayers, 
Worcester, Mass. 


6. The Early Treatment of Burns. 
By Dr. Robert H. Aldrich, Boston. 
Discussion by: Dr. Richard H. Wallace, 
Boston. 


THURSDAY MORNING, JUNE 3 


SECTION OF PEDIATRICS 
9:00 o’clock 
Studio C, 5th Floor 
Officers of the Section 


Dr. J. Herbert Young, Newton and Boston, 
Chairman. 


Dr. James M. Baty, Belmont and Boston, Secre- 
tary. 


1. Indications for Mandelic Acid Treatment of 
Pyuria. 
By Dr. Warren E. Wheeler, Boston. 
Discussion by: Dr. Harold L. Higgins, 
Boston. 


2. Unusual Types of Pulmonary Disease in In- 
fancy. 
By Dr. James L. Wilson, Boston. 
Discussion by: Dr. John W. Strieder 
Boston. 


3. The Surgical Significance of Melena. 
By Dr. William E. Ladd, Boston. 
Discussion by: Dr. Charles 8S. Lipsitt, 
New Bedford, Mass. 


THURSDAY NOON—JUNE 3 


ANNUAL MEETING, MASSACHUSETTS MEDICAL 
Society 


12:00 o’clock 
Lobby Salon, 1st Floor 
Business of the Annual Meeting. 
Address by the President. 
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THURSDAY AFTERNOON—JUNE 3 
ANNUAL DISCOURSE 
1:00 o’clock 
Lobby Salon, Ist Floor 
By Dr. Joseph W. O’Connor, Worcester, 


Mass. Visiting obstetrician, The Memorial Hos- 
pital, Worcester, Mass. 
Subject: THe Society AND MATERNAL 
MortTALitTy 
At the close of the Annual Discourse, lunch- 
eon will be served in the same room to those 
who have obtained tickets. 


LADIES’ COMMITTEE 


Mrs. Charles E. Mongan, Honorary Chairman. 
Mrs. Horatio Rogers, Chairman. 


Mrs. W. J. Mixter, Mrs. Augustus Thorndike, 
Jr., Mrs. Harold C. Stuart, Mrs. G. K. Mallory, 
Mrs. Herrman L. Blumgart, Mrs. Frederick L. 
Good, Mrs. Richard P. Stetson, Mrs. Walter S. 
Burrage, Mrs. E. J. O’Brien, Jr. 


NOTES FROM THE LADIES’ COMMITTEE 
REGISTRATION 


The registration desk for ladies attending the 
annual meeting will be in the main lobby of the 
Hotel Bradford. 

A very satisfactory number of replies have 
already been received by the committee from 
ladies who plan to attend the meetings. It is 
hoped, however, that many more will fill out 
the blue blanks attached to the preliminary pro- 
grams which have been already mailed to mem- 
bers. 

No tickets will be sent out by the committee 
prior to the meeting. All tickets must be called 
for at the ladies’ registration desk. 


CHANGE OF Bus ScHEDULE 


There will be only one bus trip to the Isabella 
Stewart Gardner Museum on Wednesday, June 
2. Busses will leave the Hotel Bradford at 2:45 
only and not as previously announced at 3:45. 
Be sure not to miss the 2:45 busses. Busses 
leave Museum on return trip at 5:30. 


Visit To Hosprraus 


The Ladies’ Committee wishes to announce 
that arrangements have been made to visit the 
Children’s Hospital and the Boston Lying-in 
Hospital on Wednesday morning, June 2. Both 
hospitals may be visited during the morning by 
leaving the hotel not later than 10 o’clock. The 
simplest way to get there is to take any Hunt- 
ington Avenue car from the Boylston Street sub- 


It is only a two-minute walk to the hospitals, 
which are nearly across the street from each 
other on Longwood Avenue. Tours will start 
simultaneously in each hospital at 10:30 and 
11:30. 


LADIES’ CALENDAR 


JUNE 1 
TUESDAY 
Registration, Hotel Bradford. 


1. Tea—From 4:00-6:00 p.m., at the home of 
Mrs. Charles G. Mixter, 57 Clyde Street, 
Brookline. Busses leave Hotel Bradford 
at 4:00 p.m. No charge. 


Shattuck Lecture, 8:15 p.m., Hotel Bradford. 


JUNE 2 
WEDNESDAY 


Registration. 

10:00 a.m.-12:00 m.—Visit to Children’s Hos- 
pital and Boston Lying-in Hospital, Long- 
wood Ave. Simultaneous tours at hospitals 
at 10:30 a.m. and 11:30 a.m. 


Tea—The Isabella Stewart Gardner Museum, 
Fenway Court. There will be a tour of 
the Museum from 3:00-4:00 p.m., followed 
by a reception. Tea will be served without 
charge at 4:30 p.m. Busses leave Hotel 
Bradford at 2:45 p.m. Busses leave Fen- 
way Court for hotel at 5:30 p.m. 


3. Dinner with Floor Show, Penthouse, Hotel 
Bradford, 7:15 p.m. 

Price of dinner, $1.50 per person. 

After dinner, the ladies are invited to hear 
the speakers at the Massachusetts Medical 
Society annual dinner. To be followed 
by dancing. 
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JUNE 3 
THURSDAY 

Registration. 

4. Trip to the Wayside Inn from 10:00 a.m. to 
3:00 p.m. Busses leave Hotel Bradford at 
10:00 a.m. Bus fare, $1.00. Luncheon as 
guests of the Massachusetts Medical So- 
ciety, in honor of the wives of the Presi- 
dents of the District Medical Societies. 


way station and get off at Longwood Avenue. 


SCIENTIFIC EXHIBITS 

Space No. 
Army, U. S., Medical Field Equipment... 
Arterial Disease 64 
Backache, Lumbosacral 69 
Bibliography. Boston Medical Library..............Lounge 
Dermatoses, Industrial 57 
Diabetes 55 
Endometrium, Changes in 63 
Endoscopy 67 
Fracture Repair. 72 
Fractures, Treatment of Certain 71 
Fungi 57 
Gastric Diseases 76 
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Goiter, Intrathoracic 76 
Heart, Roentgen Appearance of. 74 
Hematoma, Subdural 76 
Hypertension, Medical vs. Surgical Treatment of 65 
Laboratory, Equipment of Diabetic. 
Massachusetts Department of Public Health, 
Services of 54 
Obstetrical Pathology 62 
Pathology, General 72 and 74 
Pathology, Obstetrical 62 
Pathology, Urological 60 
Plastic Surgery 58 
Pulmonary Carcinoma, Bronchoscopy 76 
Pulmonary Conditions 66 
Sciatica 76 
Surgery, Gastric 68 
Surgery of Hands 70 
Surgery in Peptic Ulcer. 73 
Surgery, Plastic 58 
Surgical Specimens, Colored Photographs o........... 56 
Sutures, Absorbable 72 
Urology 61 
Urological Pathology 60 
X-Ray, Million Volt Generator 59 


SCIENTIFIC EXHIBITS 


Space 
No. 


Services Rendered to Physicians by the 
Massachusetts Department of Public 

Diabetic Exhibit: New England Deacon- 
ess Hospital in association with the 
State Board of Health and the Metro- 
politan Life Insurance Company. 
Equipment of a Diabetic Laboratory. 
George F. Baker Clinic, New England 
Deaconess Hospital 


Color’ Photography of Surgical Specimens. 
From the Moore Hospital, Brockton. 
By George A. Moore, Brockton............... 
Exhibit on Industrial Dermatoses: Illumi- 
nated Pictures; Substances used in 
Patch Testing; and Statistics Regard- 
ing Claims for Compensation, Showing 
the Number of Industrial and Non- 
industrial Cases. By John Godwin 
Downing, Boston. Demonstration of 
Common Fungi. By Miss Kathleen 
Daly, Boston 
Plastic Surgery Exhibit: The Repair of 
Deformities of Various Kinds Inelud- 
ing Contractures from Burns, Congeni- 
tal Deformities Including Harelip and 
Cleft Palate, Traumatie Deformities, 
Deformities of the Nose, Various De- 
formities of the Jaws and Deformities 
Resulting from Carcinoma of the Jaw. 
By V. H. Kazanjian, Boston. .................. 


One Million Volt X-Ray Generator. By 
Richard Dresser, Boston 


Exhibit from the Departments of Pathol- 
ogy and Urology, Boston City Hospital 


54 


55 


56 


58 


59 


Exhibit from the Urological Service of the 
Beth Israel Hospital, Boston 


Obstetrical Pathology. From the Boston 
Lying-in Hospital. To be demon- 
strated by H. H. Nuckols, Boston. ............ 


Normal Cyclic Changes in Human Endo- 
metrium. By John Rock, Boston. ....... 


Pathology and Treatment of Chronic Or- 
ganic Arterial Disease. By Edward 
Allen Edwards, Boston 


Medical Versus Surgical Treatment of Es- 
sential Hypertension. By Robert Ster- 
ling Palmer and Reginald H. Smith- 
wick, Boston 


X-Ray Studies on Unusual Pulmonary Con- 
ditions; Idiopathic Fibrosis, Emphy- 
sematous Blebs, Congenital Cysts, Sar- 
ecoid and Nontuberculous Miliary Le- 
sions. By Donald S. King, Boston .... 

New Endoscopie Methods. By Edward B. 
Benedict, Boston 


Surgical and Pathological Lesions of the 
Stomach and Duodenum. By William 
Reid Morrison, Boston Mr 

Orthopedic Demonstration: X-Ray Plates, 

Plaster Models and Anatomical Dis- 

sections of Lumbosacral Region. By 

Charles E. Ayers, Worcester .. 


Results of Surgery of Crippled Hands: 
Photographs Demonstrating Use of 
Hands following Surgical Procedures 
in Persons with Disabled Hands. By 
William Edward Browne, Boston ........... 


Certain Fractures and Their Treatment. By 
Frederie Jay Cotton, Boston WW. 


Group Exhibit, Absorbable Sutures and In- 
sulating Patches made from Allantoic 
and Amniotic Membrane, Herbert L. 
Johnson; The Promotion of Fracture 
Repair, Gordon Morrison; Display of 
Pathological Material, Gross and Mi- 
croscopic, J. Beach Hazard. From the 
Faulkner Hospital, Jamaica Plain ........... 
Indications for Surgery in Peptic Uleer. 
By Robert M. Zollinger and Edward 
S. Emery, Jr., Boston 


Roentgenosecopie Appearance of, the Heart. 
Clinicopathological Exhibit. From the 
Massachusetts Memorial Hospitals, Bos- 
ton 


The U. S. Army Corps will exhibit a mini- 
ature set of a first-aid station for a 
battalion, an Arctic rescue unit, a crash 
splint unit, a chest for the flight serv- 
ice and experimental wheeled litter 
earrier. These are all designed or de- 
veloped at the Medical Department 


Equipment Laboratory, Carlisle Bar- 
racks, Pennsylvania 


61 


62 


63 


64 


65 


66 


67 


68 


69 


70 


71 


72 


73 


74 
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Group Exhibit of Transilluminated and 
Colored Drawings: Esophageal Diver- 
ticula, Common Diseases in the Stom- 
ach, Subtotal and Total Resection of 
the Stomach, Diagnosis and Manage- 
ment of Sciatica, Intrathoracie Goiter, 
Subdural Hematoma and Trigeminal 
Neuralgia, Bronchoscopie Diagnosis of 
Carcinoma of the Lung. By the Lahey 

Boston Medical Library. Bibliography of 
Subjects Referred to in the Combined 
Clinical Meeting ...Smoking Room Lounge 


76 


MEETINGS OF THE COUNCIL 


The Annual Meeting of the Council, Wednes- 
day, June 2, 1937, at 10:30 o’clock, in the Pent- 
house, Hotel Bradford, Boston. Note meeting 
is on Wednesday, rather than Tuesday, as is 
customary for the Annual Meeting. 

Other stated meetings in John Ware Hall, 
Boston Medieal Library, 8 Fenway, at 11 a.m. 
on the first Wednesdays of October and Feb- 


ruary. 


Censors’ MEETINGS 


The Censors for the several districts will 
meet for the examination of applicants for 
Fellowship on the first Thursdays of May and 
November. 

The Censors for the Suffolk District will ex- 
amine applicants residing in that district and 
also applicants who are nonresidents of Mass- 
achusetts. 

Applicants for Fellowship should apply to 
the Secretary of the District Society of the 
district in which they reside (have a legal res- 
idence), at least two weeks before the date of a 
given examination, taking with them their 
diplomas. 


SECRETARY’s NOTICE 

All communications as to membership, espe- 
cially changes of residence and address, should 
be sent to the Secretary, 8 Fenway, Boston. 

Fellows are requested to see that their names 
and addresses are entered correctly in the 
Directory and when they move to notify the 
Secretary. The Directory and supplements will 
be sent only to paid-up Fellows upon request. 


TREASURER’S NOTICE 

Assessments, payable in advance, should be 
paid to the District Treasurers, or, in the case 
of nonresidents, to the Treasurer. 
Assessments were due January Ist. For the 
convenience of Fellows who have not yet paid, 
such assessments will be received for the Treas- 


THE JOURNAL 


The New England Journal of Medicine, the 
official weekly organ of the Society, will be sent 
only to Fellows who have paid their assess- 
ments, and to such Retired Fellows as may 
apply for it. Address communications to the 
Managing Editor of the Journal, Dr. Robert N. 
Nye, 8 Fenway, Boston. 

Society Headquarters, 

8 Fenway, Boston. 


COMMERCIAL EXHIBITS 


While it is only natural for members attend- 
ing the annual meeting of the Societv to spend 
the greater part of their time attending sec- 
tion meetings, clinical meetings and _ scientific 
exhibits, it should be remembered that the com- 
mercial exhibits also offer much valuable in- 
formation. 

Many of the leading manufacturers of physi- 
cians’ and surgeons’ supplies, together with 
those companies offering services to the medical 
profession will be represented this year, and 
they will present exhibits including the very 
latest products of their laboratories and re- 
search. The list of exhibitors who have engaged 
space this vear is larger than ever before and 
includes a number of newcomers to our meet- 
ings. <All the booths will be interesting and 
instructive, and well worth the time spent in 
visiting them. 

From a very practical viewpoint, every phy- 
sician who attends the meetings should visit 
each booth, as the financial success of our meet- 
ings is largely dependent on the revenue re- 
ceived from the commercial exhibitors. For this 
reason, if for no other, we hope that all will plan 
to spend some time in the ballroom among these 
exhibits. 


COMMERCIAL EXHIBITORS 
Booth No. 


5 and 6 


American Hospital Supply Corporation 


Arlington Chemical Company 23 
Association of Certified Milk Producers of 
Metropolitan Boston dd and Space A 
Baby’s Dy-Dee Service, Ince. .......Men’s Lounge........ 55 
Bard-Parker Company, Inc. 18 
Bilhuber-Knoll Corporation 35 


Burroughs Wellcome & Company, Inc. .................. 8 and 9 
S. H. Camp Company 20 


Campbell X-Ray Corporation 16 
Coca-Cola Company 40 
Crosbie-Macdonald Company 49 


Davies, Rose & Company, Ltd. cnccccccccccccscscesccossssesses 21 and 


urer at the Registration Desk. 


Denver Chemical Manufacturing Company.................. 13 
DeVilbiss Company 25 
H. G. Fischer & Company 47 
General Electric X-Ray Corporation................... 10 and 11 
General Foods Sales Corporation 50 
Gerber Products Company 43 
H. J. Heinz Company 48 
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Horlick’s Malted Milk Company 


S. 


Kellogg Company 
Lea & Febiger 
Lederle Laboratories, Inc. 


Israel’s Correct Shoes 


Lee De Forest Laboratorieg........... Men’s Lounege........ 


Libby, McNeill & Libby 


The Liebel-Flarsheim 14 and 


M. 


Macmillan Company 


E. 


Mead Johnson & Company 
Medical Protective Company 
Mellin’s Food Company. 
Merck & Company, Inc. 


Mic 


C. V. Mosby Co. 
Nestlé’s Milk Products, Inc 
EK. L. Patch Company 


Pet 
Phi 


Picker X-Ray Corporation 
Pomeroy Company 
Sandoz Chemical Company 
E. R. Squibb & Sons 


Dietetic Laboratories, INC. 


F. Mahady Company 


idlewest Instrument Company 
MeNn’S 


51 and 


rolagar Laboratories, Inc. 
lip Morris & Comparmy, Lith. 


Surgeons’ & Physicians’ Supply Company 


Tai 


Thayer McNeil Company 
Winthrop Chemical Company 


Iby-Nason Company 


COMMERCIAL EXHIBITS 


Booth 
No. 


1, 


2.—E. F. Mahady Company, Boston. 

This exhibit will include a showing of Bur- 
dick physical therapy equipment, Cutter in- 
travenous solutions, Mahady ligatures and 
sutures, physicians’ office furniture and other 
up-to-date apparatus and _ instruments. of 
interest to the medical profession. 


4.—The Medical Protective Company, Whea- 
ton, Ill. 


Medical Protective service is an institution 
of the medical profession, whose legal liabili- 
ty problems we have concentrated upon for 
38 years. Bring your professional liability 
questions and problems to the Medical Pro- 
tective Company’s booth. Mr. A. F. Fox, of 
Boston, will be in charge. 


4.—Lederle Laboratories, Ine., New York City. 


Will feature the antipneumococcic serums 
for the serum treatment of pneumonia. The 
drastic strides that serum therapy has made 
in conquering pneumonia—60 per cent reduc- 
tion in death rate of type I cases, and 40 
per cent for type II cases, treated within 4 
days of onset—makes this display of outstand- 
ing interest at this season. 

The Lederle exhibit features an antipneu- 
mococcic serum, globulin modified  anti- 
toxins for scarlet fever, diphtheria, erysipelas, 
tetanus, tetanus-gas gangrene and _ staphylo- 
coceus; toxins for scarlet fever; toxoids for 
staphylococcus, tetanus, diphtheria, immune 
globulin for measles and 1 ce. parenteral liver 
extract, the only concentrated solution of 
liver available in which 1 cubic centimeter 
contains active material obtained from 100 
grams of liver. 


5, 6.—American Hospital Supply Corporation, 


Chicago and New York. 

Will exhibit the following: Baxter's intra- 
venous solutions in Vacoliters, Oxygen therapy 
equipment: Oxygenaire and Tomac Insuffla- 
tor, Tomac continuous automatic Gastro- 
evacuator, Tomac Whisk for removal of adhe- 
sive, Gray’s Baby Oil, Tomac Cradle Nurser 
and Coli-Bactragen. 

Messrs. Hovis and Smith will be in attend- 
ance. 


7.—Lea and Febiger, Philadelphia. 


Will exhibit the following new works: 
Atkinson’s “Ocular Fundus,” Boyd's “Intro- 
duction to Medical Science,” Brahdy and 
Kahn’s “Trauma and Disease,” Davidoff 
and Dyke’s “The Encephalogram,” Davis's 
“Neurological Surgery,” Fishberg’s ‘Heart 
Failure,” Hawes and Stone’s “Pulmonary 
Tuberculosis,” Levinson and MacFate’s 
“Clinical Diagnosis,” Mattice’s “Chemical 
Procedures,” Rowe’s “Clinical Allergy,” Saxl’s 
“Pediatric Dietetics,” Werner's “Endocrinol- 
ogy” and Wesson and Ruggles’s “Urological 
Roentgenology.” New editions will also be 
shown of Joslin’s “Treatment of Diabetes 
Mellitus,” Wiggers’s “Physiology,” Bridges’s 
“Dietetics,” Gifford’s “Ocular Therapeutics,” 
Cabot’s “Urology,” Gray’s “Anatomy,” Holmes 
and Ruggles’s “Roentgen Interpretation,” 
Cushny’s “Pharmacology,” DuBois’s “Basal 
Metabolism,” Rhinehart’s “Roentgenographic 
Technique” and other standard works. 


8, 9.—Burroughs Welleome & Co., New York 


City (U.S. A.) Ine. 

The Burroughs Wellcome & Co. exhibit pre- 
sents a wide range of new and important ad- 
vances in pharmacological and chemical re- 
search. 

The representative in charge will be Mr. 
S. G. Small. 


10, 11—-General Electric X-Ray Corporation, 


Boston. 

The General Electric X-Ray Corporation 
will demonstrate the Model R-36 Diagnostic 
X-Ray Unit—a development widely acclaimed 
as the most practical, high-powered unit ever 
made available within the moderate price 
range. Designed for complete diagnostic serv- 
ice, both radiographic and fluoroscopic, this 
compact and self-contained unit can be accom- 
modated in a very small floor space. With 
its 100 per cent electrically safe operation and 
its double-focus oil-immersed Coolidge tube, 
with the simplified accuracy of its central- 
ized control system and the unusual flexibili- 
ty and ease of its operation, this unit assures 
you a uniformly high quality of work that 
makes radiography a distinct aid to better 
diagnosis. The G-E Model “F” office-portable 
X-Ray Unit will also be on display—hundreds 
of which are used by physicians for fracture 
work, location of foreign bodies, and so forth, 
and for emergency x-ray service outside the 
office. Films showing the ranges of service 
and quality of work produced by both these 
popular x-ray units will also be shown. 


12.—Philip Morris & Co., Ltd., Ine., New York 


City. 
Will demonstrate the method by which it 
was found that Philip Morris cigarettes, in 


|: 
| 
|_| 42 
12 
37 


MASSACHUSETTS MEDICAL SOCIETY 


N. E. J. OF M. 
MAY 27, 1937 


which diethylene glycol is used as the hy- 
groscopic agent, are less irritating than or- 


dinary cigarettes in which glycerin is em- 
ployed. 
13.—The Denver Chemical Mfg. Co., New York 
City. 


Will exhibit Antiphlogistine. This product, 
now in its forty-fourth year, is employed by 
physicians in all parts of the world in the 
treatment of inflammatory and congestive 
conditions. There is only one way in which 
an ethical product can attain this distinc- 
tion, and that is through merit. 

Mr. A. M. Helman will be in charge. 


14, 15.—The Liebel-Flarsheim Co., Cincinnati. 


Will exhibit short wave generators as well 
as electrosurgical units. L-F equipment is the 
product of electromedical specialists in busi- 
ness over 20 years. L-F electrosurgical 
apparatus has for many years been regarded 
generally as most dependable and is now in 
use by leading institutions and surgeons 
throughout the world. 

Messrs. Arnold Williams and John F. Otto 
will be in charge. 


16.—Campbell X-Ray Corporation, Boston. 


X-Ray Corporation will exhibit 


Campbell 
of x-ray and_ electromedical 


new models 
apparatus. 
Mr. Thomas P. Flynn will be in charge. 


17.—M. & R. Dietetic Laboratories, Inc., Colum- 
bus, Ohio. 


Will display Similac, a completely modified 
milk for infants deprived of breast milk. Rep- 
resentatives will gladly explain its merit and 
suggested application. 

Mr. J. J. Krancer will be in charge. 


18.—Bard-Parker 
Conn. 


Will demonstrate the outstanding features 
of the Rib-Back blade which incorporates 
new standards of cutting efficiency and econ- 
omy. A complete line of stainless steel scis- 
sors with renewable edges which eliminate 
resharpening, a selection of quality forceps 
with the Lahey lock and an interesting dem- 
onstration of Rustproof sterilization for sur- 
gical instruments will also be shown. 

Our representative will be Mr. F. N. 
Schwartz. 


19.—Winthrop Chemical Company, Ine., New 
York City. 

Will present details regarding the new 
specifics for streptococcic infections, Pronto- 
sil and Prontylin. Other.new Winthrop prep- 
arations to be displayed are: Betaxin, first 
synthetic vitamin B,; Evicyl, sedative-anal- 


Company, Ine., Danbury, 


gesic; salyrgan suppositories, diuretic; De- 
vegan powder, antileukorrheic; Campolon, 
injectable liver concentrate and _ Drisdol, 


crystalline vitamin D. 
Mr. R. N. McCormack will be in charge. 


20.—S. H. Camp & Company, Jackson, Mich. 


Will introduce new additional ideas in de- 
sign of surgical supports. The Camp film of 
interesting motion pictures will be shown. 


21, 22.—Davies, Rose & Company, Ltd., Bos- 
ton. 


The preparations that this firm is exhibit- 
ing have a world-wide reputation. Physiologic 
or chemical tests are made to insure their 
standardization. Clinical experience vouches 
for their dependability. 

Messrs. R. J. Mansfield, H. N. Fleming and 
F. L. Moulton will be in charge. 

23.—The Arlington Chemical Company, Yonk- 
ers, N. Y. 


Will feature their protein and pollen ex- 
tracts, including the $1.00 diagnostic pollen 
outfit and the $25.00 and $35.00 diagnostic 
protein outfits. A group of their pharmaceu- 
ticals will be exhibited. 

Dr. J. R. Taylor will be in charge. 


24.—Pomeroy Company, 41 West St., Boston. 


This exhibit will comprise a representative 
showing of surgical and orthopedic appli- 
ances such as: The Poméroy Frame Truss, 
The Pomeroy Water Pad, Master Elastic 
Stockings, sacroiliac and lumbosacral _sup- 
ports, paralysis braces. back braces, head 
rests and other orthopedic appliances. 

Mr. Henri C. Beltzung, manager of the Bos- 
ton office, will be in charge, assisted by Mr. 
H. M. Bates. 


25.—The DeVilbiss Company, Toledo, Ohio. 


The complete DeVilbiss line of atomizers, 
steam vaporizers and nebulizers will be on 
display. Especially featured in the exhibit 
will be illustrations graphically showing the 
superior coverage afforded by the atomizer 
in the application of solutions to the nose and 
throat. These illustrations are based on x-ray 
research carried on by DeVilbiss under ethi- 
cal supervision. 

Mr. E. Manning will be in charge. 


26.—E. R. Squibb & Sons, New York City. 


The complete line of Squibb vitamin, glan- 
dular, arsenical and biological products and 
specialties, as well as a number of interest- 
ing new items will be featured, including Pro- 
tamine Zine Insulin, a new chemotherapeutic 
agent for treatment of hemolytic streptococcic 
infections and a new urinary antiseptic. 

Squibb representatives will be on hand to 
furnish any information desired on the prod- 
ucts displayed. 


27.—Tailby-Nason Company, Boston. 

The Giant Cod and photographs of the Lofo- 
ten Fisheries in Norway will be an interest- 
ing part of the exhibit of Nason’s Palatable 
Cod Liver Oil. 

Mr. Robert Nason will be in charge. 


28 —Mellin’s Food Company, Boston. 

The proportion of maltose and dextrins in 
Mellin’s Food, the protein and mineral con- 
tent and the favorable effect of Mellin’s Food 
on the digestibility of milk are distinctions 
that commend Mellin’s Food as a modifier of 
milk for the feeding of infants and for the 
preparation of nourishment for adults requir- 
ing a restricted diet. 

Messrs. H. Goodwin and E. M. Stevens will 
be in charge. 
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29.—Surgeons’ and Physicians’ Supply Co., 
Boston. 

Will display the new Comprex Short Wave 
Apparatus as well as a line of surgical instru- 
ments and new items being offered to the 
medical profession. 


30.—Libby, MeNeill & Libby, Chicago. 

Libby’s Homogenized Foods are prepared by 
a new and different method of homogeniza- 
tion, which breaks up food cells and liber- 
ates nutriment for ready digestion. Coarse 
fibers are broken up into fine particles so that 
bulk is available for normal elimination 
without dangers of irritation. 

Mr. Brown will be in charge. 


31.—Sandoz Chemical Works, Inc., New York 
City. 

Products to be displayed are: Gynergen, 
ergotamine tartrate, for the dramatic relief 
of migraine and as a dependable uterine 
hemostatic; Calglucon chocolate-flavored tab- 
lets, effervescent tablets and granules for oral 
calcium administration, and Neo-Calglucon, an 
improved ampule solution of the highly solu- 
ble double salt of calcium gluconogalactoglu- 
conate for satisfactory parenteral calcium 
therapy; Digilanid, a new digitalis product 
consisting of a chemically pure and constant 
preparation of the three isomorphic crystal- 
line initial glucosides designated as Digilanids 
A, B and C; Bellergal, a pharmacodynamical- 
lv balanced association of active neurotropic 
drugs, indicated in the treatment of function- 
al nervous disorders, neuroses and imbalances 
of the vegetative nervous system. Other San- 
doz products will be shown. 


32.—Nestlé’s Milk Products, Ine., New York 
City. 

Will demonstrate the Nestlé mechanical cow. 
She is a talented little lady who will blink her 
eyelids, wag her head, flick her tail and moo 
softly. Her markings represent the world-wide 
distribution of Nestlé Products. Literature 
and samples of Lactogen, Hylac and Nestlé’s 
Food will be available to all interested physi- 
cians. 

Mr. W. H. Goggin will be in charge. 


33.—Kellogg Company, Battle Creek, Mich. 


Visit the Kellogg Booth for a delicious cup 
of Kellogg’s Kaffee Hag Coffee, 97 per cent 


caffeine free. There will be an interesting 
display of the Kellogg products and descrip- 
tive material concerning them will be avail- 
able. Mrs. Winifred B. Loggans will be in 
charge of the booth. 


34.—Petrolagar Laboratories, Chicago. 


Petrolagar is an emulsion of pure mineral 
oil (65 per cent by volume) and agar-agar, 
accepted by the Council on Pharmacy and 
Chemistry of the American Medical Associa- 
tion for the specialized treatment of consti- 
pation. Scientific drawings and literature on 
the subject of constipation will be available 
in addition to samples of the five types of 
Petrolagar. 

Messrs. E. M. Tarplin, W. Larson and G. E. 
Schneider will be in attendance. 


35.—Bilhuber-Knoll Corp., Jersey City, N. J. 

Will exhibit Theocalcin (N. N. R.), to be 
used alone or in conjunction with digitalis or 
phenobarbital; Dilaudid hydrochloride (N. N. 
R.), a quickly acting opiate for the relief of 
pain and cough. Bromural (N. N. R.), a 
valuable sedative and hypnotic, and Metrazol 
(N. N. R.), which acts as an antagonist to 
depressive drugs and in shock. 

Mr. J. Winning will be in charge. 


36.—Mead Johnson & Company, Evansville, 
Ind. 


A feature of this exhibit will be a display 
of the Percomorph group of products; namely, 
Mead’s Oleum Percomorphum, 50 per cent, in 
liquid and in capsule form, and Mead’s Cod 
Liver Oil fortified with Percomorph Liver Oil. 

Messrs. J. B. Drinkwater, J. S. Grazier and 
W. Fenstermaker will be in charge. 


37.—Thayer McNeil Company, Boston, Mass. 

Will exhibit their famous Plastics for men, 
women and children, including several smart 
new models in their modified Plastics for wom- 
en. The latter footwear has proved extremely 
popular with those who desire a dressy shoe 
that will help prevent, rather than correct, 
foot troubles. In addition to the full Plastic 
with its flexible shank, the Saf-T-Arch shoe, 
with a rigid shank, will be shown. 

Mr. Percy Thayer will be in charge. 


38.—Horlick’s Malted Milk Corporation, Racine, 
Wis. 


Your attention is drawn to the special ad- 
vantages of Horlick’s Malted Milk as a nutri- 
tious, easily digested food-drink, often accept- 
able when no other food can be tolerated. Its 
special value will be pointed out for infant 
feeding, growing children, nursing mothers, 
the undernourished, the sick, especially in fever 
and ulcer diets, the convalescent and in sleep- 
lessness. 

Dr. J. A. Denkinger will be in charge. 


39.—Picker X-Ray Corporation, New York City. 


Will exhibit its latest achievement in the 
Waite Series 93. This unit embodies the 
same high quality of design, materials and 
workmanship as has always been used in 
Waite Equipment. Here is a complete x-ray 
outfit which permits fluoroscopy and radiogra- 
phy in every conceivable position. A _ unit 
that has been engineered to include the best 
features of safety, simplicity, and flexibility 
known to the x-ray science and yet with re- 
markable economy in cost. Also many new 
and interesting accessories for use in every 
well-equipped x-ray laboratory will be dem- 
onstrated. 

Mr. Norman L’H. Smith will be in charge. 


40.—The Coca-Cola Company, Atlanta, Ga. 


The Coca-Cola Company in serving com- 
plimentary Coca-Cola at its booth, hopes that 
“The Pause That Refreshes” will be enjoyed 
by guests and visitors of the meeting. 


41.—S. Israel’s Correct Shoes, Boston, Mass. 


Will show specially designed and construct- 
ed types of orthopedic footwear, adapted for 
the various pathologic foot conditions that 
will permit accurate fitting of doctor’s pre- 
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scriptions. The company will feature Sabel’s | 49 —Crosbie-Macdonald, Boston. 
club foot and surgical sagen — —. — Insurance service for members of the Mass- 
— the exclusive agents tn 7 achusetts Medical Society. 
trict. Ask us to explain our plan for your own 

42 —Middlewest Instrument Co., Chicago. Mr. Crosbie will be in charge. 


Will feature the Jones Motor Basal 
metabolism apparatus. A special feature of 
this unit is that it contains no water and re- 
quires no calculation in the determination of 
the basal metabolic rate. 

The attendant in charge of the exhibit, Mr. 
Reiner, will be glad to make demonstration of 
the technic. He will also make metabolism 
tests for anyone wishing to have this done. 


43.—Gerber Products Company, Fremont, Mich. 


Gerber’s strained foods for infant feeding 
and special diets will be displayed, including 
the new products, (1) Strained Apricot and 
Apple Sauce and (2) Liver Soup with Vege- 
tables. 

Literature will be available for examination, 
including both reprints for professional use 


and booklets which are available for distribu- ; 


tion to patients. 


44, 45.—Merck & Co., Ine., Rahway, N. J. 

Will display three new products, Cebione, 
synthetic vitamin C, Mecholyl, a stimulant of 
the parasympathetic nerves and Vinethene, a 
rapidly acting inhalation anesthetic for short 
operative procedures, as well as the older es- 
tablished Merck medicinal specialties, such 
as Tryparsamide, Arsphenamines, Erythrol 
Tetranitrate, Digitan and Stovarsol. 

Mr. S. A. Gaffney will be the representative 
in charge, assisted by Mr. W. J. Reilly. 


46.—The Maemillan Company, Boston. 


Wil! exhibit the new second edition of Paul 
Dudley White’s “Heart Disease,” James 
White’s “The ‘Autonomic Nervous System,” 
William A. Hinton’s “Syphilis and Its Treat- 
ment,” William R. Houston’s “The Art of 
Treatment,” Wingate M. Johnson’s ‘‘The True 
Physician” and others, of which many are 
written by well-known local men. 

Mr. Reginald Briggs will represent the com- 
pany. 


47.—H. G. Fischer & Company, Boston. 


Will exhibit Fischer Model CSWI Combina- 
tion Cabinet, affording short wave applica- 
tions, galvanism, desiccation, cautery, diag- 
nostic circuit, motor and pump. Both materi- 
als and construction are of the highest quality 
and carry the Fischer guarantee. Fischer 
model DS P-20 Shockproof Diagnostic X-Ray 
semiportable fluoroscopic unit which may be 
used as either a complete office equipment or 
a portable supplement to some larger installa- 
tion, will also be displayed. 

Mr. S. C. Wilson will be in charge. 


48.—H. J. Heinz Company, Pittsburgh. 

Will feature strained foods, breakfast cereals 
and olive oil. 

Stop for a cold drink of Heinz Tomato Juice 
and register for the third edition of the Nutri- 
tional Chart. The two previous editions were 
so enthusiastically received that it was thought 
advisable to make frequent revisions in order 
to keep abreast of the rapid advances in the 
field of nutrition. 


50.—General Foods Sales Corporaticn, New 
York City. 
Will serve Sanka Coffee and display D-Zerta. 
Sanka Coffee has 97 per cent of the caffeine 
removed, which does not affect the rich flavor 
and aroma of this excellent coffee. Sanka Cof- 
fee is recommended for those not allowed 
caffeine-containing coffees. The new D-Zerta, 
available in six fruit flavors, is prepared with 
hot (not boiling) water and sets rapidly. It is 
an attractive sugar-free gelatin dessert for the 
diabetic or others on a low-carbohydrate diet. 
d1, 52.—The E. L. Patch Company, Boston. 
This exhibit will include Patch’s Flavored 
Cod Liver Oil as well as other ethical medicinal 
specialties in the Patch line. 
The Patch representatives will be very glad 
to serve all visiting physicians in any way. 


53 and Space A.—The Association of Certi- 
fied Milk Producers of Metropolitan 
Boston. 


There will be a presentation of the produc- 
tion methods and technical control proce- 
dures pursued in the production of Certified 
Milk. Certified Milk is produced under the 
certification of the Medical Milk Commissions 
of Boston, Worcester and Springfield in con- 
formity with the methods and standards of 


The American Association of Medical Milk 
Commissions, Inc. 
5).—Baby’s Dy-Dee Service, Ine., Brookline, 


Mass. 


This exhibit will explain in detail the spe- 
cialized equipment and the methods used in 
sterilizing and supplying diapers to homes in 
Greater Boston. Starting a fourth year this 
service has relieved hundreds of mothers and 
nurses of the daily drudgery of washing 
diapers and baby clothes, at the same time 
protecting baby’s health by a scientific process 
impossible at home. An economical service 
devoted exclusively to the baby. 


56.—Lee De Forest Laboratories represented by 
the New England X-Ray Corporation, 
30 Huntington Ave., Boston. 
Short Wave Apparatus. 


“You buy more than just a machine, when 
you buy a De Forest.” 


°7.—The C. V. Mosby Company, St. Louis, Mo. 
Will exhibit a complete line of medical pub- 
lications, among which will be many new 
1937 books, namely, “The Practice of Medicine” 
by Meakins; “Operative Surgery” in two vol- 
umes, by Horsley and Bigger; “Operative Gyne- 
cology” by Crossen and “Medical Urology” by 
Kroll; “The Management of Fractures, Dislo- 
cations and Sprains” py Key and Conwell: 
Titus on the “Management of Obstetric Dif- 
ficulties’; Shand’s “Handbook of Orthopaedic 
Surgery”; “Physical Therapeutic Methods in 
Otolaryngology” by Hollender and also the 


popular seven book set of synopses on subjects 
that are daily recurring to the active prac- 
titioner. 

Mr. Doughty will be in charge. 
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HARVARD MEDICAL ALUMNI 
ASSOCIATION 


The annual meeting and luncheon of the Har- 
vard Medical Alumni Association will be held 
at the Hotel Bradford, Boston, at 12:30, on 
Tuesday, June 1. The meeting preceding the 
luncheon will be brief. A new slate of officers 
and three new councilors will be elected at that 
time. The charge for the luncheon will be $1.00. 
Tickets will be on sale at the registration desk. 

The meeting is in conjunction with the annual 
meeting of the Massachusetts Medical Society, 


which opens at the Bradford on the same date. 


NEW ENGLAND ALUMNI—LUNCHEON 
MEETING 


UNIVERSITY OF MARYLAND SCHOOL OF MEDICINE 
COLLEGE OF PHYSICIANS AND SURGEONS 
BALTIMORE MepicaL COLLEGE, BALTIMORE 

Annual luncheon meeting at the Hotel Brad- 
ford, Boston, June 2 at 12:30, in the Oval 
Room, Mezzanine floor. 

A. B. SHoeMAKER (U. of M. 1908) 

C. F. Berry (P. & S. 1910) 

BENJAMIN Parvey (B. M. C. 1907) 
Boston Committee. 


TUFTS MEDICAL SCHOOL 
ASSOCIATION 


The fourth annual luncheon of the Tufts Col- 
lege Medical School Alumni Association will be 
held at the Hotel Touraine, Boston, Tuesday, 
June 1, at 12:30 p.m. 

Dr. Elliott P. Joslin, clinical professor of 
medicine, Harvard Medical School, will speak 


ALUMNI 


on ‘‘Diabetes Mellitus.’’ In addition, Dean A, 
Warren Stearns and Dr. Alonzo K. Paine, pres- 
ident of the Alumni Association, will speak 
briefly. 

The alumni and friends of the school are cor- 
dially invited. Reservations will be made 
through Dr. Francis P. McCarthy, 371 Com- 
monwealth Avenue, who is chairman of the 
luncheon committee. 

toBerT T. Puruuips, M.D., 
Secretary-Treasurer. 


MASSACHUSETTS MEDICO-LEGAL 
SOCIETY 


The Massachusetts Medico-Legal Society will 
hold a meeting in the Hetel Bradford, Studio C, 
Sth floor, on June 2, at 2:15 p.m. 


PROGRAM 

1. Address: ‘*The Sequelae of Carbon Monox- 
ide Poisoning as a Legal Problem.’’ Dr. 
Cecil K. Drinker, professor of physiology 
and dean of the Faculty of Public Health, 
Harvard Medical School. 

2. Business meeting for members. 

MyrtTe._e M. Canavan, M.D., 
Secretary-Treasurer. 


HARVARD MEDICAL SCHOOL 
CLass or 1900 


The annual dinner of the class of 1900, Har- 
vard Medical School, will be held at the Har- 
vard Club, on Tuesday, June 1, at 6:30 p. m. 

Dr. C. Sidney Burwell, dean of the Harvard 
Medical School, will speak on ‘‘Changes in 
Medical Edueation.’’ 


BROAD TERMS AND NARROW LIMITS 


Many people mislead themselves through their in- 
terpretations of policies purchased from certain 


out-of-state insurance companies, several of which 
are not even licensed to do business in Massachu- 
setts. Such companies advertise through the mail 
and imply broad coverage at low cost, when in 
reality, some of these policies pay benefits within 
very narrow limits—for certain kinds of accidents 
or deaths occurring under specific conditions. 


Before buying such a policy, read and understand 
it. If you are not familiar with such matters, con- 
sult someone who is. 

The broader the policy, the more expensive the 
premium. The narrower the risk, the cheaper the 
cost. With insurance, as with anything else, you 
get what you pay for. 

Offers of low-rate insurance through the mail are 
often baited with a hook. Watch out. Protect your- 
self by making this slogan your habit: Before You 


Invest—Investigate!—Boston Better Business Bureau. 
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CASE RECORDS were clear. The heart was not enlarged, and 

of the the sounds were of good quality. A coarse sys- 

tolie murmur was audible at the apex. The 

MASSACHUSETTS GENERAL blood pressure was 110/70. The peripheral ar- 
HOSPITAL teries were sclerotic. There were tenderness and 


ANTEMORTEM AND POSTMORTEM RECORDS AS USED 
IN WEEKLY CLINICOPATHOLOGICAL EXERCISES 


FounpDED By RicHARD C. Casot, M.D. 


Tracy B. Matuory, M.D., Editor 


CASE 23211 
PRESENTATION or CASE 


A 71 year old American housewife was ad- 
mitted complaining of abdominal pain and vom- 
iting. 

About a year and a half before coming to the 
hospital the patient experienced several severe 
attacks of ‘‘indigestion.’’ The attacks mani- 
fested themselves by pain in the right upper 
quadrant, anorexia, nausea and vomiting. With 
the subsidence of the acute symptoms, the pain, 
which was neither colicky nor radiating in char- 
acter, gave way to a persistent ache in the right 
upper abdomen. Each attack usually lasted for 
about a week and was followed by anorexia and 
gaseous eructation. Bowel movements were un- 
changed in character. About 10 months prior 
to entry the attacks of indigestion increased in 
frequency and severity. They occurred once a 
week and lasted for about 2 days. Vomiting was 
so readily initiated by solid foods that a diet 
consisting wholly of fluids was instituted. An 
x-ray study at that time was said to show ‘‘an 
inflamed gall bladder.’’ Operation was ad- 
vised, but was refused by the patient. The pain 
gradually became more constant, and the pa- 
tient grew much weaker. She lost about 44 
pounds in weight. At an unstated time dur- 
ing the latter part of her illness the skin be- 
came brownish in color, her urine dark, and 
the stools pale although they were never clay- 
’ eolored. About 2 weeks before admission to this 
hospital she entered another hospital where she 
was informed that she had anemia and that 
there was x-ray evidence of ‘‘an abscess in her 
liver.’’ While here she was constantly nauseated 
and complained of vague pain in the back, high 
in the lumbar region. 

The patient had never been very robust, al- 
though she had never had any illness of major 
significance. For several years she had received 
osteopathic treatment for chronic backache. 

Physical examination showed a poorly devel- 
oped, emaciated, markedly icteric woman, whe 
was obviously very ill. The tongue was dry, 


but the pharynx was not injected. The lungs 


moderate spasm in the right upper abdomen, 
and a questionable mass was palpated in this 
region. 

The temperature was 99°F ., the pulse 72. The 
respirations were 20. 

Examination of the urine showed a specific 
gravity of 1.024, with a trace of albumin and 
a moderate amount of bile. The blood showed 
a red cell count of 3,280,000, with a hemoglobin 
of 50 per cent. The white cell count was 23,200, 
80 per cent polymorphonuclears. Several stool 
examinations showed 4+ reactions to the guaiac 
test. A small amount of bile was present. The 
blood sugar was 74 milligrams per cent and 
the nonprotein nitrogen of the blood serum was 
22 milligrams per cent. A blood Hinton test 
was negative. The icteric index was 40, and 
the van den Bergh test showed 18.8 milligrams 
per cent of bilirubin. The serum chlorides were 
equivalent to 97 eubie centimeters N/10 sodium 
chloride per 100 cubic centimeters. 


A plain x-ray film of the abdomen showed an 
unusually large gas- and fluid-filled cavity ex- 
tending from the right tenth rib to near the 
level of the twelfth. The cavity extended lat- 
erally to within 1 centimeter of the axillary line 
and medially to within 3 centimeters of the 
vertebrae. It lay apparently at the inferior 
margin of the liver. The right side of the dia- 
phragm was only slightly elevated, but its ex- 
eursion was limited. The left leaf was normal. 
There was no unusual amount of gas in the ab- 
domen, and the shadow of the liver was not vis- 
ible. In one of the films taken with the pa- 
tient lying face downward there was an abnor- 
mal collection of air on each side of the spine. 
This followed the general direction of the psoas 
muscle but outlined neither the kidneys nor the 
psoas shadows. This gas was not seen when 
the patient was upright. 


On the sixth hospital day an incision and 
drainage of a subhepatic abscess was performed 
through an anterior abdominal incision. For 
a few days the temperature fluctuated irregu- 
larly up to 102°, but subsequently remained at 
a normal level. The drainage from the opera- 
tive wound was scant in amount and for the 
most part consisted of purulent and necrotic 
material of a nondescript nature. The jaundice 
appeared to deepen, but her general condition 
did not change perceptibly. On the fifteenth 
hospital day she began to bleed slowly from the 
drainage wound. Her condition thereafter be- 
came rapidly worse, she lapsed into coma, and 
died on the twenty-eighth hospital day. 
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NoTes ON THE History 


Dr. Rosert R. Linton: I would like to draw 
attention to the fact that this patient was 71 
vears old and had been sick for a year and a 
half. Her illness started with attacks of pain 
in the right upper quadrant, with anorexia, 
nausea and vomiting. The peculiar thing about 
the pain was that it was characterized by steadi- 
ness and also by the fact that it was nonradi- 
ating. Another interesting fact is that the 
attacks lasted a week. It should also be noted 
that the bowel movements were normal in color 
at that time. That went on until 10 months 
before admission, when there was increase in 
the frequency and severity of the attacks, so that 
instead of infrequent attacks she had an attack 
about every week, and each attack lasted only 
2 days instead of 7. For some reason she did 
not like solid food and took nothing but liquids. 
An x-ray taken at that time was supposed to 
have shown an inflamed gall bladder. I do not 
know how much emphasis to place on that. I 
suppose it meant that she had a positive Graham 
test. Following that her pain became more 
constant; we do not know when, but I pre- 
sume it was shortly before she came into the 
hospital. She lost 44 pounds. There again we 
do not know over how long a period, but I 
presume it was within the last 10 months. In 
addition to that her skin became brownish. I 
would like to know when that happened, but we 
have no clue except that it was in the latter 
part of the illness. At the same time the stools 
became pale, although never clay-colored. Some- 
times it is hard to get a story of clay-colored 
stools. from a patient, and I think it is possible 
that they may have been so, although she did 
not speak of them by that term. Two weeks be- 
fore she came in here, she was x-rayed at an- 
other hospital and a diagnosis of abscess of the 
liver was made. That is an unusual diagnosis 
to make by x-ray, but when Dr. Hampton shows 
the films possibly we can see how that diagnosis 
was made. 

The past history was negative except that 
she had had a chronic backache for several years. 
Whether that had anything to do with the 
present illness, I am not sure; I think, however, 
that it did not. 

The physical examination showed an elderly 
woman who was jaundiced and emaciated. She 
had a blood pressure of 110/70, which to my 
mind is low for a woman of 71; but I account 
for it by the fact that she was in such a debil- 
itated condition. The physical examination was 
negative, except for tenderness, spasm and a 
questionable mass. We should. also note that 
the temperature was only 99°, and that the 
pulse was normal, 72. In view of what Dr. 
Hampton will show, I think that that is all the 
more remarkable. The urine showed astrace of 
albumin and a moderate amount of bile. Bile 


is hard to measure in the urine, and I presume 
that she had a considerable amount. She had a 
secondary anemia and a leukocytosis of 23,200, 
with 80 per cent polymorphonuclears. The blood 
chemical studies were certainly within normal 
limits. The van den Bergh was definitely ele- 
vated, 18.8 milligrams, and the icteric index was 
40. Those two figures do not correspond very 
well, but the icteric index in comparison with a 
van den Bergh of 18.8 is notoriously inaccurate ; 
so I will place more emphasis on the van den 
Bergh. 
May we see the x-rays? 


X-RAY INTERPRETATION 


Dr. AuBREY O. Hampton: This is the cavity 
described below the right diaphragm. It ex- 
tends from the tenth to the twelfth rib. The 
fluid level is at the eleventh rib on the right 
side. I think you can see the cavity; it is this 
black area here with an irregular upper mar- 
gin and a horizontal lower margin. In the lat- 
eral view there are a number of confusing gas 
shadows, but I think that this is the same cav- 
ity on the right side. In our report we went 
on to describe this black shadow on each side of 
the spine, which I had never seen before. As 
Dr. Holmes has taught me, those shadows which 
do not correspond to any anatomic or reason- 
able pathologie picture are usually artefacts. 
We had better disregard that portion of the 
report, but the film is valuable since it was 
taken with the patient lying face down. Here 
is the air-containing eavity touching the right 
axillary line, and if we assume that its mid- 
point is here at the eleventh rib and that this 
is the right diaphragm, the cavity is more likely 
to be below the liver than in it. Certainly we 
are not justified in saying that it is a liver ab- 
seess. 

DIFFERENTIAL DIAGNOSIS 


Dr. Linton: It is obvious that when this pa- 
tient came into the hospital she did have a sub- 
hepatic abscess. and I presume that is what the 
other hospital had diagnosed as an intrahepatic 
abscess. The question asked me, of course, is, 
What was the cause of this abscess? Since her 
pathology was in the right upper quadrant, she 
must have had some primary focus there to pro- 
duce this abscess. There are 6 organs in the 
right upper quadrant, the kidney, the hepatic 
flexure of the colon, the duodenum, the pan- 
creas, the liver and the gall bladder. I had 
also thought of disease of the spine, but I think 
we can rule that out because of the fact that the 
x-ray showed no appropriate pathology. 

I would like to consider the kidney first. The 
condition that should be thought of in this eon- 
nection is a perinephritie abscess. From the 
history and the physical findings I must say 
that I cannot make that diagnosis, and I will 


pass over it without further comment. 
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The second possibility that I wish to consider 
carcinoma of the pancreas, or perhaps a 
| have seen secondary ab- 
carcinoma of the pan- 


is 
chronic pancreatitis. 
scesses associated with 
creas, but I do not think that I have seen any 
cases where the disease has been localized to the 


right side. It usually involves the left side, 
because most of the pancreas lies to the left 
of the midline. Other points against that diag- 
nosis are the duration of the illness, and the 
fact that she has had a great deal of pain. I 
will rule out carcinoma of the pancreas, and 
also rule out pancreatitis for these same rea- 
sons. 

The next possibility about which I would like 
to speculate is disease of the duodenum. It is 
possible that she may have had a duodenal ul- 
cer which had perforated and formed an abscess 
on the right side. Against that, however, is 
the fact that we have no evidence of obstruc- 
tion of the duodenum. We have no very good 
story for duodenal uleer. She would have had 
a more severe reaction if she had had an acute 
perforation in the beginning, and she would 
have come into the hospital much sooner. 

The liver is the next to be considered, and 
one would think of an amebie abscess of the 
liver, an echinococcus cyst, pylephlebitis, sece- 
ondary to appendicitis for instance, or some 
other inflammatory process. Her illness was too 
prolonged for pylephlebitis; she did not have 
enough temperature. The drainage from the 
operative wound was certainly not characteristic 
of amebie abscess. So I will rule out these dis- 
eases of the liver. 

That leaves us with two possibilities. One is 
that she may have had a very slowly growing 
carcinoma of the hepatic flexure with secondary 
abscess formation. The only evidence for this 
diagnosis is the fact that she had a 4+ guaiac 
in her stool and that there was gas in the ab- 
scess cavity. The other condition that I would 
like to speak of is gall bladder disease, which 
I think she had. I think she had gallstones 
and probably cholecystitis, but I am not sure 
that I can explain the entire picture on these 
conditions alone. Certainly the initial symp- 
toms were those of gall bladder disease with a 
stone in the cystic rather than in the common 
duct. Why she became jaundiced about two 
weeks before she came in, is a matter for spec- 
ulation. Did she have a stone imbedded in the 
common duct, or did she have something press- 
ing on the common duct that was causing her 
jaundice? I am a little in favor of the latter 
diagnosis. There is only one thing that makes 
me favor stone in the common duct and that is 
the frequency of the attacks of pain. How- 
ever, her story that the stools were never ab- 
solutely clay-colored makes me rather suspect 
that she did not have complete obstruction of 
the common duct at any time, or at least until 


after she was operated upon. I see no way of 
making an absolutely definite diagnosis of what 
the primary condition was. However, I: will 
go so far as to say that she had gall bladder 
disease and gallstones, and that I believe she 
had a carcinoma in the right upper quadrant. 
This was either carcinoma of the gall bladder 
or carcinoma of the hepatic flexure of the colon. 
The fact that there was a lot of gas in the ab- 
seess cavity makes me think of a lesion in a 
hollow viscus with a perforation, and that would 
make me favor carcinoma of the colon. The 
4+ euaiae in the stools would also favor that 
diagnosis. It is possible that she had a 4+ 
guaiac from the jaundice. My impression of 
the case is that in addition to gall bladder dis- 
ease she probably had a carcinoma of the colon 
that had perforated, with secondary abscess for- 
mation. 


CLINICAL DIAGNOSES 


Perforation of the gall bladder. 
Subhepatic abscess. 


Dr. Rospert R. LINTON’s DIAGNOSES 


Cholecystitis and cholelithiasis. 

Subhepatie abscess. 

Carcinoma of the hepatic flexure with perfora- 
tion. 

Carcinoma of the gall bladder? 

Obstructive jaundice secondary to carcinoma. 


ANATOMIC DIAGNOSES 


Carcinoma of the gall bladder with extension 
into the duodenum and colon and with 
metastases to the liver. 

Perforation of the colon. 

Feeal fistula. 

Pulmonary congestion. 

Operative wound: incision and drainage of a 
subhepatic abscess. 

( Jaundice. ) 


PATHOLOGICAL DiIscUSSION 


Dr. Tracy B. MatLory: The postmortem ex- 
amination confirmed a good many of Dr. Lin- 
ton’s points, but not all of them. There was, 
of course, a large abscess cavity beneath the 
liver which had been explored surgically and 
drained. This was bounded by the liver, the 
hepatic flexure of the colon, the mesocolon and 
the duodenum. On examination of the walls of 
the cavity, it was evident that on practically 
all sides they consisted of rather firm grayish 
tissue, and the wall on the side of the trans- 
verse colon was of approximately the same color 
and consisteney as that on the side of the liver. 
The abscess occupied approximately the position 
of the gall bladder, but no gall bladder was 
found. The cystic duct opened into the abscess 
cavity and was perfectly free. The grayish, 
firm tissue, which looked and felt like ecarci- 
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noma grossly, had infiltrated around the com- 
mon bile duct which was occluded, I feel sure, 
by pressure from without. The abscess had 
burrowed into the wall of the duodenum, which 
was nearly but not quite perforated, and also 
into the colon, which was perforated. The mu- 
cosa of the colon did not present the appearance 
of primary carcinoma, and I think that without 
much question the primary cancer was in the 
vall bladder, which had completely ulcerated out 
as a result of the secondary infection. 


CASE 23212 
PRESENTATION OF CASE 

A 58 year old American candy packer was 
admitted with a complaint of vomiting of blood. 

The patient had been well until 3 months be- 
fore coming to the hospital. when she contracted 
a ‘“‘cold in her throat’? which was associated 
with a dry, hacking cough and transient, tear- 
ing midsternal pain. No further details were 
recorded. She continued with her work for 
another week, although the symptoms contin- 
ued and there were fatigability, anorexia, and 
dyspnea on slight exertion. At the end of this 
period she experienced a sharp, knifelike pain 
in the left lower anterior chest. This radiated 
to the right and across her back. It was 
vreatly intensified by inspiratory movement. 
A physician found her temperature to be 


103°F.. told her that she had pleurisy and 


strapped her chest. This afforded consider- 
able relief, and on the following day her tem- 
perature was 99.5°F. During the succeeding 3 
weeks she remained in bed and improved con- 
siderably. The cough and chest pain subsided 
but after rising from bed she noted persistent 
weakness, dyspnea on slight exertion and occa- 
sional night sweats. Three weeks before ad- 
mission she returned to work and, despite the 
weakness, continued until 4 days prior to her 
entry. At that time, while returning from 
work, she became nauseated and vomited a table- 
spoonful of dark blood. There was no asso- 
ciated pain, melena or diarrhea. During the 
next few days there were brief periods of nausea 
relieved by eructation. She had lost 20 pounds 
during her illness. 

Physical examination showed a well-developed, 
obese, pale woman, lying flat in bed with- 
out respiratory discomfort. The right pupil 
was recorded as being of moderate size and 
fixed to both direct and consensual light. No 
note was made of the condition of the left pupil. 
There was evidence of recent hemorrhage within 
the nares. There was a poorly defined area of 
tenderness in the fourth right rib close to the 
sternum. The heart was not enlarged, and no 
murmurs were heard. The blood pressure was 
180/110. The chest was resonant, but fine in- 


spiratory rales were audible in the left lower 
axilla after cough. Examination of the abdo- 
men was unsatisfactory because of the patient’s 
obesity. Rectal examination was negative. Ex- 
cept for the pupillary change noted above, the 
neurologic examination was also negative. 

The temperature was 99°F., the pulse 88. 
The respirations were 20. 

Examination of the urine showed a specific 
gravity of 1.012, with a trace of albumin and a 
moderate amount of Bence-Jones protein. The 
sediment contained rare red and white blood 
cells but no casts. The blood showed a red cell 
count of 2,000,000, with a hemoglobin of 45 per 
cent. The white cell count was 8,500, 45 per 
cent polymorphonuclears, 39 lymphocytes, 11 
monocytes, 2 eosinophils, and 3 myelocytes. Two 
stool examinations were negative. A blood Hin- 
ton test was negative. The nonprotein nitro- 
gen of the blood was 53 milligrams per cent. 
The serum protein was 14.4 grams per cent, 
the calcium 9.4 milligrams per cent, the phos- 
phorus 4.9 milligrams per cent, and the phos- 
phatase 2.5 units. The bleeding time was 1 min- 
ute, the clotting time 8 minutes, and clot retrac- 
tion was normal. The serum cholesterol was 137 
milligrams per cent. A urine concentration test 
showed the specific gravity to be fixed between 
1.010 and 1.012. <A gastric analysis showed a 
free acid of 5 units and a combined acid of 20 
units. The basal metabolic rate was +6. 

An x-ray film of the chest demonstrated clear 
lung fields and costophrenic angles. The heart 
shadow was slightly increased in size in the 
region of the left ventricle. A lateral view of 
the dorsal spine exhibited no abnormality. Ad- 
ditional x-rays of the shoulders, lumbar spine, 
pelvis, ribs and skull showed a moderate degree 
of decalcification although the bony structure 
was essentially normal. 

The patient’s condition remained unchanged 
until the seventh hospital day, at which time 
her temperature rose to 101°F. and rales ap- 
peared at both lung bases. On the following day 
her temperature rose to 105.5°F. and she died. 


DIFFERENTIAL DIAGNOSIS 


Dr. Joun H. Tausorr: <A 58 year old candy 
packer who comes in with a complamt of vom- 
iting of blood makes us think of a carcinoma 
of the stomach. The 3 months’ duration of 
chest trouble before admission to the hospital 
takes our attention away from the stomach and 
focuses it on the chest. The descriptive term 
‘‘tearing’’ midsternal pain is an unusual des- 
ignation. We do not consider a pleuritic pain 
as tearing or knifelike. The patient’s chest was 
strapped after a diagnosis of pleurisy was made 
and she benefited from this treatment. For the 
first time we have weakness and dyspnea on ex- 
ertion mentioned as symptoms. I think these 
are general and probably not of specific indi- 
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cation. The patient was able to work until 4 
days before her admission to the hospital, which 
was only 10 days before her death. She was 
nauseated and again vomited a small amount of 
blood. The patient lost 20 pounds in weight 
during her illness; nevertheless, she was well- 
developed and obese when examined. The fact 
that she was able to lie flat in bed without 
respiratory discomfort makes us think that her 
dyspnea on exertion was probably not cardiac. 
The right pupil was normal in size but fixed to 
light. We have no information regarding the 
duration of this phenomenon and I can go no 
farther in explaining its presence. I might say 
that an artificial eye would give the same find- 
ings and is missed on examination at times. The 
heart was not enlarged to percussion and no 
murmurs were heard. There was elevation of 
the diastolic as well as the systolic blood pres- 
sure. 

Examination of the urine showed a trace of 
albumin and a moderate amount of Bence-Jones 
protein. Bence-Jones protein is observed in the 
urine in three conditions. These are plasma cell 
myeloma, leukemia and certain forms of metas- 
tatic malignancy involving bone marrow. The 
first condition is by all odds the commonest 
cause of Bence-Jones proteinuria. The blood 
showed a severe anemia with a color index above 
1. This is of significance. A high color in- 
dex with an anemia of this degree is certainly 
unusual. It is seen in pernicious anemia and 
rarely in leukemia and multiple myeloma. The 
white cell count of 5,400 is somewhat against a 
diagnosis of pernicious anemia or leukemia. 
Three myelocytes in the white blood cell dif- 
ferential count suggest bone marrow activity, 
but not necessarily myelogenous leukemia. The 
nonprotein nitrogen was 53 milligrams, which 
indicates some degree of renal insufficiency. 


The serum protein of 14.4 grams per cent is 
one of the highest I have ever observed. In the 
main, one sees a serum protein above 10 grams 
per cent in only four conditions. These are 
plasma cell myeloma, dehydration, lympho- 
granuloma inguinale and certain tropical dis- 
eases such as kala-azar and schistosomiasis. This 
patient was not dehydrated and probably was 
not suffering from a tropical disease. The pel- 
vie examination was negative, which is against 
its being lymphogranuloma inguinale. In plasma 
cell myeloma with an elevated total protein we 
would expect the calcium to be above normal 
rather than on the low border of normal. In 
myeloma the elevation of the total protein is 
purely an index of the elevation of the globulin 
fraction, and the total effect on the colloid pres- 
sure is not so great as one would expect if the 
increased total protein were principally albu- 
min. 

The phosphorus of 4.9 milligrams may be ad- 


ditional evidence of renal insufficiency. The 
phosphatase of 2.5 units is a very interesting ob- 
servation. In plasma cell myeloma there is gen- 
erally sufficient bone marrow activity to give a 
phosphatase concentration of 12 or 15 units. I 
believe that this normal phosphatase concentra- 
tion means that the bone marrow was involved 
in localized areas rather than generally. I do 
not know the significance of the serum choles- 
terol figure. Presumably the physicians in 
charge of this patient were considering tubular 
nephrosis in the differential diagnosis. In this 
condition an elevated serum cholesterol is usu- 
ally found. The presence of free hydrochloric 
acid in the gastric juice confirms our impression 
that the anemia is not pernicious anemia. A 
basal metabolism test was performed to rule in 
or out a nephrosis or a leukemia. In a neph- 
rosis the basal metabolic rate is frequently 
—}5 to —25, while in leukemia the basal 
metabolic rate may be elevated to +40 or even 
+60. 


The x-ray examinations of the chest were neg- 
ative, and there is no reason for assuming that 
this patient had a bronchiogenie carcinoma 
with metastases to the bones. I am surprised 
that the x-rays did not show bone involvement, 
but I have reviewed these plates and I ean find 
no area characteristic of plasma cell myeloma. 
In this condition the ribs, sternum, spine and 
skull are involved in this order of frequency, and 
I am surprised that they are all negative. 


Plasma cell myeloma is not such a rare condi- 
tion as we frequently assume it to be. When 
one sees a patient with rheumatic pains, albu- 
minuria and anemia, without a satisfactory di- 
agnosis, one should certainly consider plasma cell 
myeloma. All of the diagnostic criteria, Bence- 
Jones proteinuria, elevated total protein, anemia 
with plasma cells, and positive bone x-rays, are 
not necessary. At times one may find no more 
than one or two of these four to make a diagno- 
sis. In this patient three of the four criteria are 
present, and I believe that this patient was suf- 
fering from plasma cell myeloma with involve- 
ment of only one or two bones, namely, the right 
fourth rib and the sternum. I believe that the 
kidneys will show an increase in size with pro- 
tein casts in the tubules. There is probably hy- 
pertrophy of the left ventricle and broncho- 
pneumonia. I cannot account for the hemateme- 
sis except on the basis of anemia. 


CLINICAL DIAGNOSIS 
Multiple myeloma. 
Dr. JoHN H. Tatsorr’s DIAGNOSES 


Multiple myeloma. 
‘‘Myeloma’’ kidneys. 
Cardiac hypertrophy. 
Bronchopneumonia. 
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ANATOMIC DIAGNOSES 


Diffuse myeloma of the bones with involve- 
ment of the liver and the spleen. 

‘‘Myeloma”’ kidneys. 

Phlegmon of the stomach. 

Pulmonary atelectasis, bilateral. 

Pleuritis, acute fibrinous. 

Operative wound: sternal biopsy. 

Peritonitis, chronic fibrous, focal. 


PATHOLOGICAL DISCUSSION 


Dr. BenJAMIN CASTLEMAN: The autopsy on 
this woman showed a fairly extensive, diffuse 
myeloma involving all the bones that were exam- 
ined—ribs, sternum and vertebrae. This diffuse 
type of myeloma in which there is a generalized 
decalcification is much more difficult to diag- 
nose by x-ray than the more usual type in 
which multiple, sharply punched-out areas of 
decreased density are visualized. There was a 
slight microscopic myelomatous _ infiltration 
of the spleen and of the portal areas in the 
liver. The liver weighed 1500 grams, the spleen 
only 90 grams. Next to the bone marrow, the 
most important organ in multiple myeloma is 
the kidney. In this ease the kidneys together 
weighed 325 grams. The surfaces were dull 
gray and smooth. These are the gross findings 
that are expected in the uncomplicated myeloma 
kidney. Occasionally the pair of kidneys may 
weigh between 400 and 500 grams. Microscopi- 


cally the majority of the collecting tubules were 
completely filled with casts presumably made up 
of Bence-Jones protein. Many of the tubules 
not involved were atrophic. The glomeruli were 
for the most part intact, except for an occa- 
sional hyalinized one. Some of the arterioles 
showed slight fibrous intimal proliferation, but 
certainly this amount of arteriosclerosis could 
not account for the renal impairment, although 
it probably was responsible for the slightly de- 
creased size of the kidneys. There was also a 
slight patchy lymphocytic infiltration of the 
stroma, but no evidence of myeloma. It is prac- 
tically never the myeloma in the kidney that 
produces the renal insufficiency, but the mechan- 
ical obstruction of the tubules by the Bence- 
Jones protein. The latter apparently gets 
through the glomeruli but plugs the tubules 
sufficiently to cause impaired function. This is 
more usual, however, in the advanced cases and 
corresponds quite well to the clinical findings. 
The unusual finding in this case, and that 
which probably explains the hematemesis, was a 
diffuse phlegmon of the stomach. The whole wall 
of the stomach was markedly thickened, meas- 
uring 7 to 10 millimeters in width, and firm in 
consistency. Histologically the muscular layers 
were very edematous and infiltrated with a poly- 
morphonuclear and lymphocytic exudate. No 
plasma cells were seen. This condition prob- 
ably corresponds to the stomatitis that one often 
sees in blood diseases such as the leukemias. 
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THE INSULIN SHOCK TREATMENT OF 
SCHIZOPHRENIA 


Since 1930, when the first reports were pub- 
lished concerning the possible value of insulin 
in the treatment of schizophrenia, the work of 
Dr. Manfred Sakel of Vienna has been followed 
with great interest by the medical profession. 
The disease, or syndrome, which passes under 
the name of schizophrenia or dementia praecox 
is one of the most severe and prolonged of all 
the mental diseases. Treatment which in any 
way affects this disease, except for general hy- 
giene, is not known. Dr. Sakel, who first be- 
came interested in the effect of insulin upon 
nervous diseases through the use of this drug 
in cases of morphinism, noticed incidentally that 


their mental condition when large doses of in- 
sulin were used. This led him to try the effect 
of heavy dosage, particularly on patients with 
schizophrenia. He has published a number of 
reports on his work, the latest one appearing in 
the American Journal of Psychiatry for Janu- 
ary, 1937. 

At a meeting of the Boston Society of Psy- 
chiatry and Neurology, held on March 18, Dr. 
Sakel presented a report on the treatment of 
nearly three hundred cases, one hundred of 
which were treated with a long enough interval 
after their last treatment to enable one to evalu- 
ate, at least in part, the effect of insulin shock. 
Dr. Sakel reports that 80 per cent of the pa- 
tients have shown improvement and at least half 
of these show no signs of their disease. The 
period which has elapsed since the last treat- 
ment varies from six months to three or four 
years. These results, therefore, are four times 
as good as any normal expectancy of remissions 
in schizophrenia and much better than under 
any other form of treatment. 

Admitting that the disease is not always easy 
to diagnose, particularly in its early stages, and 
that some mistaken diagnoses may be included 
in his list of three hundred patients, Dr. Sakel 
was careful to bring out the point that the 
majority of the diagnoses were probably cor- 
rect. All of the patients had been seen by other 
physicians in a c¢linie which is pre-eminently 
known as a center of psychiatric advancement. 
There can be little question that the great ma- 
jority of the cases would be classified in any 
elinie as schizophrenia. 

The author’s reports of the results of treat- 
ment are, perhaps, too optimistic. At the Wor- 
cester State Hospital, for instance, during the 
course of the past year, twenty cases have been 
under this form of treatment without such good 
results as those reported from Vienna. All of 
the patients, however, in the Worcester series, 
although many were in a more advanced stage 
of the disease than those in Sakel’s group, 
showed some improvement, and it seems firmly 
established that insulin shock, in some way not 
clearly understood, at least changes the course 
of the mental symptoms in schizophrenia and 
abolishes the abnormal symptoms entirely in 
some cases. 


The treatment is a strenuous one, with many 


many patients showed distinct improvement in 


possibilities of disastrous results or even death. 
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Insulin is given in doses of twenty or thirty 
units up to as high as one hundred and fifty 
units at ene time. Occasionally Dr. Sakel has 
given three hundred units. The hypoglycemia 
is terminated at various intervals of time, from 
an hour to four or five hours, by the ingestion 
of carbohydrates. There are many details about 
the technic which have only been worked out 
slowly and carefully by Dr. Sakel in the course 
of the last seven or eight years, and the treat- 
ment cannot be given without a thorough study 
of the psychosis involved, an evaluation of the 
physical condition of the patient, and a careful 
watching for untoward symptoms after injec- 
tion. The most difficult decision to make, ap- 
parently, is when to stop the hypoglycemia. 

Enough has been said to indicate that a new 
form of treatment for schizophrenia has been 
developed which appears to be of considerable 
value. A good many years will have to pass 
and many patients must be treated in various 
institutions and by numerous doctors before 
definite conclusions can be drawn in regard to 
the final results. Efforts are being made, un- 
der supervised conditions, to duplicate the pio- 
neer efforts of Dr. Sakel. 


MORTALITY IN) TUBERCULIN-POSITIVE 
INFANTS 

TUBERCULOUS infection occurring in infants 
below the age of two years has always borne a 
sinister reputation, and certainly not without 
cause. The newer conception of childhood tu- 
berculosis, however, has tended in large measure 
to dispel this gloom; primary infection is now 
considered to be fundamentally a benign af- 
fair, with healing as the usual outcome, but 
with an individual left who is permanently sen- 
sitized to the tubercle bacillus. Repeated in- 
fection in this individual is sown in a soil pre- 
pared for a more serious manifestation of the 
disease. 

We now realize that many more infants than 
had ever been suspected must have received a 
primary infection, resolved a primary focus and 
either continued through life in good health, 
although susceptible to the bacillus and tuber- 
culin-positive, or later, receiving a reinfection, 
manifested the adult type of tuberculosis. The 
chanees of an infant surviving his primary in- 
fection are naturally a souree of great interest, 


object of a study that has been conducted at 
the Harriet Lane Home of the Johns Hopkins 
Hospital since 1928. 

This study, aided by grants from the Milbank 
Memorial Fund, the Commonwealth Fund and 
the Maryland Tuberculosis Association, has 
been reported by Dr. Miriam Brailey in the 
Bulletin of the Johns Hopkins Hospital, July, 
1936. One hundred and seventy children, sev- 
enty-two white and ninety-eight colored, found 
to be infected with tuberculosis before reaching 
two years of age, have been kept under observa- 
tion for periods ranging from one to five years. 

Sixty-seven showed parenchymal involvement 
of the lungs at initial x-ray examination, and 
one hundred and three showed no such involve- 
ment. Of those showing parenchymal involve- 
ment, 351 per cent were dead within the first 
year of observation, regardless of race. The five 
year mortality for all cases was found to be 13 
per cent for white children, and 31 per cent 
for the colored. Colored children primarily in- 
fected showed a greater susceptibility to paren- 
chymal involvement, although after involvement 
their chances of survival were about the same. 

Among those whose initial chest plates showed 

no parenchymal involvement, mortality during 
the first year subsequent to the discovery of in- 
fection was 6.8 per cent. Seven deaths in this 
group occurred among fifty-four colored chil- 
dren, none among the forty-nine white children. 
In both races the mortality has been more than 
twice as high in those known to be infected 
during the first six months of life as in those 
whose infection was discovered between the ages 
of six months and two years, the general mor- 
tality being somewhat higher among those with 
known exposure to a sputum-positive case. This 
seems to bear out the general belief that the 
severity of infection is directly related to the 
size of the infective dose and the frequency and 
duration of exposure. 
The number of cases reported is not as yet 
large enough to warrant definite conclusions, but 
a continuance of the study should throw more 
light on this important phase of the tubereu- 
losis problem. 
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472 Commonwealth Ave., 1101 Beacon St., 
Boston, Mass. Brookline, Mass. 


Case HISTORIES 
No. 21. EXTRAUTERINE PREGNANCY 


Mrs. E. K., a white American housewife, 37 
years of age, entered a Boston hospital 3 months 


*A series of selected case histories by members of the Section 
will be published weekly. 

Comments and questions by subscribers are solicited and will 
be discussed by members of the Section. 


after the delivery of her tenth child, with the 
following complaint. 

One month before entrance and 2 months 
after the end of her tenth pregnancy, flowing 
began, which required three napkins a day, and 
persisted for about 3 weeks, or until 8 days 
before entrance. There were numerous clots 
and occasional attacks of sharp pain in the 
right lower quadrant which lasted for 2 or 
3 minutes and necessitated that she lie down. 
Eight days before entrance, shortly after the 
flowing ceased, she was seized, while turning 
a wringer, with an acute, agonizing pain just 
to the right of MecBurney’s point, which forced 
her to go to bed. This pain radiated down the 
front of both thighs, all over her abdomen and 
to the back of the right flank. Movement in- 
creased the pain, and the abdomen was pain- 
fully sensitive to touch. An ice bag was ap- 
plied, and 2 hours later, when the pain was 
subsiding, the patient entered a suburban hos- 
pital. Here sedatives and enemas were given. 
Ice bags gave more relief than anything else, 
and after 24 hours the pain stopped. After 3 
days she was discharged without further treat- 
ment, information or advice. 

The day following, which was 4 days before 
the present entrance, she returned to the same 
hospital because of a similar attack. Ice bags 
were again applied. The pain promptly sub- 
sided and the patient was discharged after 24 
hours. Two days later, or the day before the 
present entrance, a third attack of severe pain 
in the right lower quadrant occurred. This 
lasted for 3 hours, and during this time the 
patient fainted twice. She had several loose 
bowel movements and felt nauseated but did not 
vomit. There was no urinary disturbance. 

Since delivery, 3 months before, the patient 
had had a thick, yellow, foul vaginal discharge, 
which necessitated a napkin. She had had a 
severe aching pain in the right lower quadrant 
following each coition. 

Her family history was not remarkable. Her 
past history was that of an extremely healthy 
woman, who had escaped illness, injuries and 
surgery until 2 years before the present illness. 
Then there occurred the first of several suc- 
cessive attacks of pain in the right upper quad- 
rant. This series ended .after 6 months, how- 
ever, and for the last year and one half there 
had been only periods of soreness in this region. 
There was jaundice for 3 days with the third 
attack of pain but none since then. The pa- 
tient insisted that the present pain was en- 
tirely different from that previously experi- 
enced. 

Her menstruation started when she was 17 
and was of the 28-day type. She flowed for 3 
days, using only two napkins each day. Until 
the present illness she had had no clots or 
cramps. Her last flowing began with the pres- 
ent illness, 1 month before entrance. As has 
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been noted, the flow lasted for 3 weeks. There 
had been no leukorrhea previous to the last de- 
livery. She had had ten normal pregnancies 
and deliveries but had never lactated well 
enough to nurse. 

There was no cough, hemoptysis or night 
sweats. There was no history of dysuria, edema 
or palpitation. Her bowels moved regularly 
until the onset of the diarrhea noted in the pres- 
ent illness. During this latter period she had 
severe hemorrhoids with oceasional bleeding. 

She considered herself ‘‘very nervous’’ but 
had never fainted until her present illness. She 
had always slept well. She used neither to- 
baceo nor aleohol. There had never been hem- 
aturia, dysuria, nocturia, frequency or inconti- 
nence. 

Examination showed the patient to be of nor- 
mal stature, weighing 176 pounds, with normal 
hair and fat distribution. She was well nourished 
but only in fair general condition. Systematic 
examination showed no abnormalities, except as 
noted below. Her blood pressure was 114 sys- 
tolie, 68 diastolic. There was a mass in the 
region of the gall bladder, which was presuma- 
bly gall bladder and which was very tender. 
There was also marked tenderness over the 
right side of the abdomen, especially in the 
right lower quadrant. Pelvie examination re- 
vealed the perineum to be moderately relaxed, 
as was the vagina. The cervix was lacerated 
and patulous but not tender on motion. The 
uterus seemed slightly enlarged, in second de- 
gree retroversion and in left lateral version. 
The left vault was free. There was a boggy, 
tender mass about 6 centimeters in diameter in 
the right vault posteriorly. 

The red blood count was only 2,500,000, with 
a hemoglobin of only 45 per cent (Sahli). The 
white blood count was 5,000, with normal dis- 
tribution of cells. The sedimentation rate was 
40 minutes. Blood grouping was done, and ar- 
rangements were made for transfusion at the 
time of operation. 

The preoperative diagnosis of possible ec- 
topie pregnaney on the right or possible right- 
sided ovarian cyst with a twisted pedicle was 
made, and on the second day following admis- 
sion an examination and operation were per- 
formed under ether anesthesia. The findings 
on examination were similar to those on admis- 
sion. The cervix was lacerated, and there was 
a small area of erosion on the anterior lip. The 
uterus was of about normal size, anterior but 
in left lateral version. Nothing was felt in the 
left vault. Fixed in the pelvis behind and to 
the right of the uterus was a mass of approxi- 
mately 6 centimeters in diameter. 

The operation included dilatation of the cer- 
vix and curettage of the uterus, a biopsy and 
cauterization of the cervix, a supracervical hys- 
terectomy and bilateral salpingo-oophorectomy. 
The appendix was not removed. Through a low 


midline abdominal incision, exploration revealed 
a gall bladder that was tense, fusiform and 
somewhat enlarged, being 15 centimeters long by 
5 centimeters in diameter. There was a stone 
imbedded in the cystic duct. The appendix was 
normal. The pelvis was filled with old blood 
clot. The uterus was purple, slightly enlarged 
and displaced forward. The right tube and 
ovary were closely adherent and enlarged in one 
mass, approximately 7 centimeters in diameter, 
which lay prolapsed into the posterior cul-de-sac. 
The left tube and ovary were bound together 
by old fibrous adhesions. This tube appeared 
grossly normal at the isthmus. The left ovary 
contained two small cysts filled with clear fluid. 

Immediately following the operation, the pa- 
tient was transfused with 500 ee. of citrated 
blood. Recovery from the operation was good, 
but that evening her temperature rose to 105°F. 
and her pulse to 110. There was a gradual de- 
crease in both pulse and temperature during the 
next 5 days, during which period an examina- 
tion revealed only a suggestion of partial atelee- 
tasis of the right lung. The digestive system 
performed well, and at all times the abdomen 
was soft and not distended. The patient’s tem- 
perature dropped to normal on the sixth day, 
and she was discharged, relieved, on the thir- 
teenth postoperative day. 

In brief, examination of the organs removed 
showed an enlarged uterus and many old 
fibrous adhesions on the left tube, which was 
otherwise normal in appearance. The right 
tube was greatly swollen in its distal two thirds, 
measuring approximately 7 by 3 centimeters. 
It was reddened and covered with old, partially 
organized blood elot. Old blood clot was also 
oozing through the fimbriated end of the tube. 
There was no nodular obstruction of the isth- 
mus of the tube, and the proximal third was of 
normal size. The case was one of tubal abor- 
tion without rupture of the tube, but with con- 
tinual slow hemorrhage into the pelvis. 

Microscopic examination showed: chronic 
cervicitis; hyalinized placental tissue in uterine 
wall; subacute salpingitis and _ perisalpingitis, 
left; blood clot, right tube; ectopic pregnancy, 
right. 

Discussion. Attention is appropriately called 
to several details in this instructive case. This 
patient had been normally pregnant ten times 
and had had no miscarriages, yet she finally 
suffered from an ectopie pregnancy. If the oc- 
casional attacks of sharp pain in the right lower 
quadrant can be considered symptoms of the 
condition, she must have ovulated and become 
pregnant only 1 month after delivery. This is 
surprisingly early for the occurrence of either. 
The history strongly suggests that either no 
vaginal examination was done in the hospital 
into which she was first admitted or that it was 
lamentably uninstructive, for not even a diag- 
nosis which indicated hospitalization was made. 
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It is doubtful whether it is wise to do anything 
beyond what is absolutely indicated on a person 
whose blood count is 2,500,000 and whose hemo- 
globin is only 45 per cent. Just why the uterus 
was curetted and why a biopsy and cauterization 
of the cervix were done is hard to explain. Both 
of these procedures require some time, and time 
is a vital element in the case of a patient with a 
red blood count of 2,500,000. Even though the 
patient made a comparatively uneventful re- 
covery it is doubtful if the operation of hyster- 
ectomy was justifiable. It is usually wiser to 
direct one’s attention to the urgent condition, 
and in the hands of most surgeons removal of 
the tube in which the ectopic pregnancy was sit- 
uated would have taken much less time and 
resulted in less shock than the longer opera- 
tion of hysterectomy. It is a good axiom in sur- 
gery to do only what the immediate circum 
stances require. The treatment which the pa- 
tient received in the first hospital to which 
she went was inexcusable. 


COMPENSATION OF PHYSICIANS IN 
INDUSTRIAL CASES 


THE undersigned subcommittee of the 
Public Relations Committee submits 
the following as a manual of procedure 
to be followed in certain types of work- 
men’s compensation cases. If this 
manual meets with the approval of the 
Council at the next meeting it will be 
made available in pamphlet form to the 
members of the Society. 


ForREWORD 


INCE cases have arisen repeatedly in which 

physicians on the staffs of publie or chari- 
table hospitals have been denied payment from 
the insurer for the treatment of an injured em- 
ployee under Section 30 of Chapter 152 of the 
General Laws (Ter. Ed.) (Workmen’s Compen- 
sation Act), your Committee feels that it may 
prove valuable and helpful if suggestions are 
presented as to the procedure to be followed 
to obtain compensation for services in such 
cases. 


THE LAW 


The Act (Section 30 of General Laws, Chapter 
152, as amended in 1936) provides as follows: 


“During the first two weeks after the injury, 
and, in unusual cases or cases requiring special- 
ized or surgical treatment, in the discretion of 
the department, for a longer period, the insurer 
shall furnish adequate and reasonable medical 
and hospital services, and medicines if needed, 
together with the expenses necessarily incidental 
to such services. The employee may select a 
physician other than the one provided by the 
insurer; and in case he shall be treated by a 


physician of his own selection the reasonable 
cost of the physician’s services shall be paid 


by the insurer, subject to the approval of the 
department. Such approval shall be granted only 
if the department finds that such services were 
necessary and the charges therefor were reason- 
able. In any case where the department is of 
opinion that the fitting of the employee with 
an artificial eye or limb, or other mechanical 
appliance, will promote his restoration to or con- 
tinue him in industry, it may order that he be 
provided with such an artificial eye, limb or 
appliance, at the expense of the insurer.” 


It will be noted that under the Act a physi- 
cian cannot obtain compensation for more than 
two weeks’ treatment of the injured employee, 
unless the Board in its discretion finds the case 
was unusual, or requiring specialized or surgi- 
cal treatment. There can be no appeal from 
the Board’s refusal to make such a finding. 


BOARD’S ATTITUDE AND FINALITY OF ITS FINDINGS 


The sole right of a physician to obtain com- 
pensation under Section 30, as amended in 1936, 
rests upon the question whether a selection of 
the physician, within the meaning of the Act, 
has been made by the employee, which question 
must be determined by the Board. The finding 
by the Board on this question is one of fact. 

The Board’s position, as shown by its rule 
constantly reiterated, 

“That an industrial case coming into the hos- 
pital as a hospital case cannot be made into 
a private case in which the attending physician 
may collect from the insurance company for his 
services as in a private case,” 


is that it does not propose to allow compensa- 
tion to a staff physician in such cases, if it ean 
possibly avoid finding that a selection was made. 

Further, the aggrieved party has a right of 
review of the Board’s decision solely on ques- 
tions of law. The Board’s findings of fact are 
final and conelusive, unless the Superior Court 
or the Supreme Judicial Court can find, as a 
matter of law, that there was no evidence upon 
which these findings could have been based. The 
Supreme Judicial Court has held repeatedly 
that the Courts will not interfere with findings 
of fact made by the Board, which has had the 
opportunity of seeing and hearing the witnesses, 
except in cases where its findings of fact were 
wholly unsupported by evidence or were based 
on mere conjecture and ‘surmise rather than evi- 
dence. 

The following illustrations will show in- 
stances in which the Courts will and will not 
interfere. 

1. If the Board should find as a fact that an 
employee had made a selection of a staff phy- 
sician and then should deny compensation 
to the physician on the ground that he was 
not entitled to it under the Act, this would 
present a question of law for interpretation 
of the meaning of the Act. Thus there would 


be a right of review on this question of law 
to the Courts. 
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2. If conflicting evidence were introduced before 
the Board on the quéstion of such a selection 
and the Board should find that no selection 
had been made, this would be a finding of 
fact, and no review by the courts would lie, 
as there was evidence upon which the Board 
could base its finding. 


3. If, however, all the evidence introduced before 
the Board should show a selection and it 
should find as a fact that no selection had 
been made, this would present a question of 
law and a review would lie, as there was 
no evidence to support the Board’s finding 
of fact. ; 


In view of the finality ef the Board’s find- 
ings of fact, unless wholly baseless, it is imper- 
ative that the evidence be presented to it in a 
manner to compel a finding by it that the em- 
ployee made a free choice. 


PROCEDURE 


In the event of a refusal by the insurer to 
compensate the physician for his treatment of 
an industrial employee, the physician may notify 
the Department, which will assign the case for 
a hearing before a single member of the Board 
as to the physician’s right to compensation un- 
der the Act. At this hearing all of the evidence 
bearing on this question must be presented, as 
the single member is required to find the facts 
and report them to the Board for decision. 

If the decision by the Board is adverse, the 
physician may take the case to the Superior 
Court by filing in that Court a certified copy 
of the record, which will be furnished him by 
the Board, and ordinarily consists of the report 
of the evidence made by the single member to 
the Board, and its decision based upon this evi- 
dence. It is necessary that this record be filed 
in the Superior Court within ten (10) days 
after notice of the Board’s decision. Otherwise 
all rights of subsequent appeal to the Supreme 
Judicial Court are lost. The matter will be as- 
signed for hearing before a justice of the Su- 
perior Court, which will enter a decree in ac- 
cordance with the Board’s decision and the ree- 
ord. 

If the case was seasonably entered in the Su- 
perior Court and that Court finds against the 
physician, he may take an appeal to the Supreme 
Judicial Court for the Commonwealth upon 
questions of law. 

EVIDENCE 

As already stated, the proper presentation of 
all of the evidence at the hearing before the 
single member is vital in each case. No absolute 
rules can be laid down as to the nature of the 
evidence to be presented to the single member 
of the Board, or as to the witnesses to be 
called, since each case varies and must be tried 
upon its own facts. In general, however, the evi- 
dence should show that the injured employee of 
his own free will, without coercion or suggestion 


from the physician or others, and while physi- 
cally and mentally competent to do so, chose to 
treat him the physician who is seeking compen- 
sation. If this physician was upon the staff 
of the hospital in which the employee was treat- 
ed, evidence should be presented to show the 
nature of the physician’s duties as a member of 
the staff, whether he was ‘‘on service’’ at the 
time of treatment, and whether he was under 
obligation to treat the employee without com- 
pensation. 

This evidence should, if possible, come not 
only from the injured employee and the physi- 
cian, but from any impartial witnesses, such 
as hospital employees, members of the em- 
ployee’s family, or his friends, who were pres- 
ent at the time the employee made his choice, 
or who are personally famihar with the facts. 


RECOM MENDATIONS 


In summary, your committee makes the fol- 
lowing concrete recommendations as to the pro- 
cedure to assist physicians and hospitals in 
insuring the selection of a physician by the in- 
jured employee in a proper manner and in ob- 
taining eompensation from the insurer for the 
physician so selected. 


1. All industrial accident employees should 
be treated in private or semi-private rooms or 
wards. This is in accordance with our previous 
recommendations as set forth at the bottom of 
page 4 and the top of page 5 of the report of 
the Public Relations Committee of the Mass- 
achusetts Medical Society presented at the Coun- 
cil Meeting, June 5, 1934. 


2. As soon as the condition of the employee 
warrants his being questioned, the name of his 
regular family physician, if any, should be as- 
certained. If he has such a physician who is 
on the staff or courtesy staff of the hospital, 
his physician should be notified immediately 
and called in to treat the employee, if the em- 
ployee so requests. If the employee has no reg- 
ular family physician, he should be advised of 
his right of selection under the law, including 
the right to select a staff physician, if he de- 
sires, aS soon as he is completely able to under- 
stand his situation, with mind unclouded by 
pain, drugs, or the effects of the accident, and 
should be told that such selection need not be 
made until he feels disposed to make it. Any 
question of the employee’s capacity to make 
the selection may invalidate it, and hence the 
employee should be encouraged to defer the se- 
lection until his condition clearly warrants his 
making it. We suggest that someone in author- 
ity in the hospital, other than the physician or 
nurse in attendance, handle this matter. The 
utmost good faith should be exercised by all 
who come in contact with the employee. Under 
the decisions, no suggestions should be made to 
him by anyone in the hospital as to the physi- 
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cian to be selected. The employee can be told 
the names of all the physicians on the staff from 
whom his selection may be made if he desires 
to select one, but the choice must be left entirely 
to him. If the patient is a minor, the selection 
may be made by the parent or guardian. 

3. A written record should be kept for evi- 
dential purposes of the conversation of.the par- 
ties at the time of instructing the employee of 
his right of selection and at the time such selee- 
tion is made. The logical place for making 
such a record would be in the patient’s hospital 
record. Although it would be most desirable 
to have a record of the entire conversation or 
conversations, it would be impracticable, if not 
impossible, to make such a record in many 
eases. A written record will be very important 
in the event of a case arising before the Board 
in which testimony on this subject need be given. 
Therefore, in all cases in which the entire con- 
versation cannot be recorded, a record should 
be kept which will be sufficient to enable the 


party making it to refresh his recollection for | 


purposes of testifying in any proceeding. Al- 
though it is impossible to lay down any definite 
rule as to the extent of the record to be made 
in each ease, it should contain at least the fol- 
lowing: 

a. A brief statement of the employee’s physical 
and mental condition. 

b. Employee stated that Dr. ............ was his regular 
family physician and asked that he be called in 
to treat him. 

called in to treat him. 

. Names of all persons with whom employee 
conversed, and all other persons present at 
time, at least one of whom should be a per- 
manent officer of the hospital, a supervisor 
or such other as would be readily available 
to give testimony before a hearing. 


In cases where the employee has no family 
physician or such physician is not on the staff 
or courtesy staff of the hospital, the record 
should contain the following: 

a. A brief statement of the employee’s physical 
and mental condition. 

b. The employee stated that he had no regular 
family physician, or the family physician was 
not on the staff or the courtesy staff of the 
hospital, as the case might be. 

. Informed employee of his right of selection 
which he might exercise if he desired. 

. Employee expressed a desire to select a physi- 
cian. 

Informed employee that he could select any 
one of the following physicians (list names). 
Employee selected Dr. ........... to treat him. 

. Names of all persons with whom employee 
conversed and all other persons present at 
time, at least one of whom should be a per- 
manent officer of the hospital, a supervisor 
or such other as would be readily available 
to give testimony before a hearing. 


All such records should be dated and signed 
by the party making them. 


4. The physician selected by the injured 
employee should notify the insurer immediateiy 
of his selection, preferably in writing for pur- 
poses of record, and endeavor to get the insurer 
to approve such treatment. 

5. In view of the legal difficulties and com- 
plications involved, the physician should be 
represented by competent counsel at all hear- 
ings upon this issue before the Board, or a 
member thereof, at which the evidence is to be 
heard. At such hearings it is most important 
that the evidence of freedom of choice present- 
ed to the board be collected strictly in accord- 
ance with the procedure as laid down in Sec- 
tion 3. In ease he does not care to select his 
own counsel for this purpose, the evidence 
should be taken up with your Committee season- 
ably before the hearing, in order that your 
Committee may secure counsel to represent the 
physician seeking compensation, if in its opin- 
ion the case is proper to enable a test of this 
issue. 

6. A physician, who has received an adverse 
decision from the Board, should immediately 
procure a copy of the record and mail it prompt- 
ly to Dr. J. Harper Blaisdell, Chairman of the 
Subcommittee on Hospitalization, 45 Bay State 
Road, Boston, Massachusetts, so that the Com- 
mittee may take the case to the courts within 
said ten days’ period if such action seems ad- 
visable to it. 

Subcommittee on Hospitalization. 
J. Harper BuLAIspELL, Chairman, 
CHANNING FROTHINGHAM, 
A. TIGHE. 


MISCELLANY 


DR. A. M. FRASER RECEIVES 
HONORARY DEGREE 


On May 18, Dr. Archibald McKay Fraser, a Boston 
surgeon and member of the Massachusetts Medical 
Society, was granted an honorary degree of Doctor 
of Laws at the Commencement exercises at St. Fran- 
cis Xavier University at Antigonish, N. S. 

Dr. Fraser, who graduated from that university in 
1903, was characterized as one of the most loyal and 
successful sons of St. Francis Xavier. 


CONNECTICUT NEWS 


TUBERCULOSIS AND SYPHILIS AMONG THE NEGROES 


The Bulletin of the Hartford City Health Depart- 
ment presents the Negro population as a challenge 
to the entire city because of the high tuberculosis 
and syphilis death rates in 1936. The rate for tu- 
berculosis was about nine times that of the white 
population and for syphilis twenty-three times as 
great. The Negra population of Hartford is about 
7,000, less than 5 per cent of the total. Many are 
transients who come to visit friends or to work on 
nearby tobacco plantations. Both of these diseases 
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are communicable and cannot be restricted to 4 per 
cent of the population in any community. Oppor- 
tunities for education and special examinations are 
being offered by the health department. Better 
housing conditions are needed, but the immediate 
prospects of rebuilding many tenements are poor 
for, as the PWA housing authorities point out, the 
Negroes in Hartford are a stranded population for 
whom unemployment threatens to survive the re- 
covery. As a result of this situation a permanent 
Negro Health Committee for Hartford has been 
formed to cooperate with the Health Department. 
This committee will serve in an advisory capacity 
io health agencies in Negro sections of the city. 


CONNECTICUT IN “AMERICAN MEDICINE” 


Connecticut is well represented in the two volumes 
entitled “American Medicine—Expert Testimony Out 
of Court,” published by the American Foundation 
Studies in Government. On the Medical Advisory 
Committee of the Foundation are George Blumer, 
M.D., John P. Peters, M.D., and Milton C. Winter- 
nitz, M.D., of New Haven, and James Raglan Miller, 
M.D., of Hartford. Contributors from Connecticut 
are Harold L. Amoss, M.D., Greenwich; Charles J. 
Bartlett, M.D., New Haven; Stanhope Bayne-Jones, 
M.D., New Haven; E. Maurice Blake, M.D., New 
Haven; George Blumer, M.D., New Haven; C. H. 
srown, M.D., Waterbury; William J. Bruckner, M.D., 
New Haven; C. C. Burlingame, M.D., Hartford; J. S. 
Chaffee, M.D., Sharon; Howard §S. Colwell, M.D., New 
Haven; Harvey Cushing, M.D., New Haven; Arthur 
B. Dayton, M.D., New Haven; James J. Donohue, 
M.D., Norwich; Robert S. Dow, M.D., New Haven; 
R. Ferguson, M.D., Guilford; Raymond R. Gandy, 
M.D., Stamford; William B. Graves, M.D., South- 
port; Daniel P. Griffin, M.D., Bridgeport; Alice Ham- 
ilton, M.D., Hadlyme; Samuel C. Harvey, M.D., New 
Haven; George W. Hawley, M.D., Bridgeport; Ed- 
ward A. Herr, M.D., Waterbury; Thomas N. Hep- 
burn, M.D., Hartford; John W. Hirshfeld, M.D., New 
Haven; Edward H. Hume, M.D., New Haven; Eu- 
gene Kahn, M.D., New Haven; Clifford Kuh, M.D., 
New Haven; Maxwell Lear, M.D., New Haven; Max 
Mailhouse, M.D., New Haven; Ralph A. McDonnell, 
M.D., New Haven; P. F. McPartland, M.D., Hart- 
ford; James R. Miller, M.D., Hartford; D. C. Patter- 
son, M.D., Bridgeport; John R. Paul, M.D., New 
Haven; John P. Peters, M.D., New Haven; Reginald 
A. Shipley, M.D., New Haven; Frederick N. Sperry, 
M.D., New Haven; John H. T. Sweet, Jr., M.D., Hart- 
ford; Paul P. Swett, M.D., Hartford; James D. Trask, 
M.D., New Haven; Stanley B. Weld, M.D., Hartford; 
John A. Wentworth, M.D., Hartford; Milton C. Win- 
ternitz, M.D., New Haven; R. M. Yergason, M.D., 
Hartford. 


Hartrorp City HEALTH CouNcIL BILL 


Senate bill 852 to supplant the present Hartford 
City Health Department with an advisory public 
health council and to vest in the city health officer 
executive authority now possessed by the board 


has been reported unfavorably in the Senate by the 
Legislative Committee on Cities and Boroughs. This 
action was taken in spite of considerable support 
given the bill by the local medical society and by the 
press. This proposed reorganization of the Health 
Department is in accord with the basic principles 
adopted by the American Public Health Association, 
the result of 60 years of practical experience in 
health protection and promotion. Apparently Hart- 
ford must wait before its Health Department can 
be brought up to the desired standards of perfec- 
tion. 


OSTEOPATHS! OPPOSE RULING 


The osteopaths of Connecticut are preparing to 
fight a ruling by the State Attorney General prohibit- 
ing them from issuing health certificates required 
under the new marriage law. The opinion is, in 


substance, that osteopaths, not being licensed to 
practice medical surgery, may not take blood sam- 
ples for testing by the state laboratories as the 
marriage law requires. 


Hospirats SEEK ACCIDENT FUNDS 


The judiciary committees of the General Assembly 
have been considering the bill of the Connecticut 
Hospital Association to relieve hospitals of the finan- 
cial burden of automobile accident cases. An in- 
creased number of emergency cases has forced hos- 
pitals to ask that they be reimbursed by the State 
in such cases at a rate of $6.00 a day. The bill 
would make every person who registers an automobile 
pay an additional dollar into a state motor vehicle 
accident fund, administered by the motor vehicles 
commissioner, and the money would be paid to the 
state treasurer. This would protect hospitals against 
nonpayment of bills. The accident situation has 
grown to the point where doctors must be kept on 
hospital duty at all times, and hospitals complain 
they cannot continue without outside aid. 


$2,250,000 a YeaR Cost FoR INSANE 

Total maintenance for the three hospitals at Mid- 
dletown, Norwich and Newtown recommended by 
the Board of Finance and Control is more than $2,- 
250,000 for each year of the biennium. This was re- 
vealed when the three hospital superintendents 
presented their budgets before a hearing of the 
Legislative Appropriations Committee recently. 


BrisToL ISOLATION HOsPITAL PROPOSED 


Dr. Benjamin B. Robbins, health officer of Bristol, 
has recommended an isolation hospital for that 
city. The executive board of the Bristol Hospital 
has appointed a special committee of three to con- 
sider the advisability of building such a hospital 
adjacent to the present one. 


Str. Francis Hosprrat REcEIvES BEQUEST 


St. Francis Hospital has received a bequest of 
$5,000 from the estate of the late John J. Brady, of 
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Hartford. Only a short time ago Mr. Brady gave 
St. Francis Hospital $10,000 toward a fund for a 
new children’s building. 


New Lonpon County MepicaLt ASSOCIATION 

The annual meeting of the New London County 
Medical Association was held at Seaside Sanato- 
rium, Waterford, on April 1. Dr. Thomas Soltz, of 
New London, was elected president; Dr. David Sus- 
sler, of Norwich, vice-president: Dr. Carl H. Wies, 
of New London, secretary-treasurer; Dr. Thomas J. 
Murray, of New London, censor; Dr. George H. 
Gildersleeve, of Norwich, councilor; Drs. Clarence 
Thompson, of Norwich, and Carl Wies, of New Lon- 
don, delegates to the State Society. It was voted 
to invite the State Medical Society to hold its an- 
nual meeting in 1938 in New London. Dr. M. C. 
Winternitz, of Yale University School of Medicine, 
presented a paper on the “Pathology of Vascular 
Disease.” 


HArtTFORD CouNnTy MEbIcAL ASSOCIATION 


The annual meeting of the Hartford County Medi- 
cal Association was held in Hartford on April 6. It 
was voted to approve the organization of a joint 
Medical Information Bureau with the Hartford 
Medical Society. This Bureau, patterned after the 
one operating in the New York Academy of Medi- 
cine, will facilitate the dissemination of authentic 
information on medical and public health matters 
and promote a better understanding between the 
public and organized medicine through radio, press 
and public lectures. Officers elected to the county 
association were as follows: Dr. Mauricé T. Root, 
West Hartford, president; Dr. James R. Miller, 
Hartford, vice-president; Dr. Frank T. Oberg, Hart- 
ford, secretary-treasurer; Dr. H. G. Jarvis, Hartford, 
councilor. 

Nineteen physicians were admitted to member- 
ship. At the dinner Dr. George Baehr, of Mt. Sinai 
Hospital, New York, gave a very lucid talk on 
“Visceral Manifestations of Syphilis.” 


APPOINTMENTS OF PHYSICIANS 


Dr. Roy L. Leak, superintendent of the State Hos- 
pital at Middletown, has appointed Dr. Harold 
Binder, of Boston, and Dr. George Wadsworth, of 
California, to fill two vacancies in that hospital 
caused by the resignation of Drs. Victor Farland 
and George Daly. Dr. Farland has begun practice 
in Hartford and Dr. Daly in Providence, R. I. 


JAMES McLINDEN, M.D. 


Dr. James J. McLinden, prominent Waterbury 
physician, died on March 16 of pneumonia at 
St. Mary’s Hospital, Waterbury. Dr. McLinden 
was a member of both the Connecticut and Water- 
bury Medical associations and served several offices 
in the latter organization. He had been on the 
staff of St. Mary’s Hospital since its establishment. 
Before entering the profession which he followed 
for nearly 40 years, Dr. McLinden worked for a 


time at the prescription counter of a drug store 
in Waterbury. He attended the University of Penn- 
sylvania where he received his medical degree. 


GeorGe D. Fercuson, M.D. 

Dr. George D. Ferguson, for many years a prac- 
ticing physician in Thomaston, died on March 19 
at his home after a brief illness. Dr. Ferguson 
made his home in West Hartford following his re- 
tirement several years ago. He was born Novem- 
ber 1, 1855, in Meriden, and was graduated from 
New York University College of Medicine in 1879. He 
afterward went to Thomaston, where he maintained 
an office for 40 years. In 1889 he married Miss 
Mary E. Pierpont, who died in 1910, and later mar- 
ried her sister, Miss Lottie P. Pierpont, who sur- 
vives him. Dr. Ferguson also leaves a daughter, 
Mrs. Ferdinand O. Goeben, and a grandson, George 
Ferdinand Goeben, of 130 Westland Avenue, West 
Hartford. 


FREDERICK E. Kine, M.D. 

Dr. Frederick E. King, 81, a practicing physician 
in New Milford for 60 years, died April 5. Dr. 
King was born in Covert, Seneca County, New 
York, on August 1, 1855 and received his early ed- 
ucation at Trumansburg Academy in that state. He 
received his medical degree from the University 
of Buffalo School of Medicine in 1876 and in the fol- 
lowing year went to New Milford, where he estab- 
lished a practice which made him known to thou- 
sands of citizens in the western part of the state. 
He was town health officer for thirty years and un- 
til last September was the town agent for the State 
Department of Health. He leaves a widow. 


OBITUARY 


S. A. KINNIER WILSON 


In the death of Dr. Kinnier Wilson of London, May 
12, 1937, neurology loses one of its outstanding fig- 
ures. Born in New Jersey, the son of an Irish minis- 
ter, he obtained his M. D. degree at Edinburgh and 
later became associated with King’s College Hospital 
and the National Hospital, Queen Square, London. 
At these two institutions he did the greater part of 
his work. His name is best remembered by the medi- 
cal profession on account of his description of pro- 
gressive lenticular degeneration, later called hepato- 
lenticular degeneration, and widely known as Wil- 
son’s disease. This condition was first described by 
him in 1912. Subsequently he did much investiga- 
tive work on the extrapyramidal nervous system, the 
epilepsies, involuntary movements, aphasia, and simi- 
lar subjects. His papers, carefully written, always 
pushed into new ground, after correlating the ex- 
periences of the past. A stimulating book, ‘‘Modern 
Problems in Neurology” was published by him in 


1929. 

Many neurologists will remember him as a guest 
of the American Neurological Association at their 
The Second International 


Boston meeting in 1923. 
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Neurological Congress in London, 1935, was largely 
suecessful on account of his fine work in coordinating 
the many individual parts through his action as Sec- 
retary-General. A man of striking personality, with 
a keen Irish wit, he was an effective after-dinner 
speaker. In general, he exemplified the best in Brit- 
ish neurology, which has always set the highest of 
standards. 


REPORTS OF MEETINGS 


BOSTON SOCIETY OF PSYCHIATRY AND 
NEUROLOGY 

A meeting of the Boston Society of Psychiatry 
and Neurology was held March 18 in the Boston 
Medical Library. After the business of the society 
was concluded, Dr. A. C. Campbell, Dr. Leo Alex- 
ander and Dr. Tracy J. Putnam spoke on “The Vas- 
cular Pattern of Various Lesions of the Central 
Nervous System.” This study was made possible 
by the use of the benzidine stain (Lepehne-Pick- 
worth) for hemoglobin. Sections stained by this 
method resembled injected specimens. In arterial 
and venous blockage, the areas of softening ap- 
peared almost completely avascular and were sur- 
rounded by a hyperemic zone. It was shown that, 
following any cortical trauma, avascularity is pres- 
ent. Several lantern slides demonstrating the 
changes in inflammatory lesions were shown. In 
some cases of meningitis small areas of demyelini- 
zation are found beneath the cortex, and these were 
shown as lesions of anemia surrounded by hy- 
peremia. 

In summary, Dr. Alexander, who presented the pa- 
per, stated that scars in the brain are avascular. 
The extent of function of anastomotic vessels in the 
brain is uncertain. Dr. Putnam discussed the pa- 
per and pointed out that the use of the benzidine 
stain was a step forward in our knowledge of the 
circulation of the brain. 

Dr. Sakel, of Vienna, spoke on “Hypoglycemic 
Shock in the Treatment of Psychoses.” Dr. Sakel 
has been working on this form of therapy for 9 years 
and first received his idea from the use of insulin in 
the treatment of morphine addicts. He minimized 
the dangers of the method. The results depend on 
the proper timing and termination of each hypo- 
glycemic shock. 

Dr. Sakel starts the treatment with an initial dose 
of from 8 to 30 units of insulin, depending on the 
tolerance of the individual, and gives sugar 4 hours 
later. He increases the dose by 5 units until the 
patient begins to show the symptoms of insulin 
shock 3 or 4 hours after the injection. When the 
proper dose has been found, he uses it to give re- 
peated shocks, which are terminated at the proper 
time with glucose solution. Treatment is stopped 


when he feels that further continuance of shock is 
dangerous to the physical state of the body or when 
it has stopped benefiting the mental state. The men- 
tal changes resulting from this treatment are said 


diminution of hallucinations. At first the improve- 
ment is very temporary and, as the patient recovers 
from the influence of the insulin, he again be- 
comes psychotic. But with repeated treatments he 
becomes free of this abnormal state for increasing 
periods of time and shows increasing amounts of 
insight into this condition. Finally, his psychosis 
is eliminated entirely, and in some cases, perma- 
nently. Dr. Sakel feels that the hypoglycemic con- 
dition weakens, inhibits and later replaces the psy- 
chotic state and allows normal psychology to take 
command. The prognosis for recovery is directly 
related to the duration of the disease. Excellent 
results are obtained in cases of less than 1 year’s 
duration. 

He cited 2 cases in detail as examples. The first 
was that of a 20 year old girl, whose psychosis was 
of a year’s duration and who had'‘to be tube fed. 
Her improvement began almost immediately after 
she had been treated by this method, and following 
a day’s coma under the influence of 60 units of in- 
sulin, she awoke as from a day’s sleep and showed 
normal emotional responses. After 8 days she was 
entirely symptom-free and entirely normal. It has 
been 3% years since this event took place, and she 
is still in good health and has recently married. 

The second case was that of a 50 year old wom- 
an who had been suffering from paranoia of long 
duration. She had attempted to commit suicide on 
two occasions and had frequent hallucinations. She 
had spent 2 years in a private asylum. After 4 
weeks’ treatment she showed improvement and grad- 
ually resumed a normal mental state. 


Dr. Sakel has treated 300 patients personally and 
has supervised the treatment of 300 more. He has 
found that more than four times as many patients 
recover as could be expected from spontaneous re- 
missions. Eighty-eight per cent of the early cases 
were improved and 70 per cent went into full re- 
missions. 


In the discussion which followed the paper, Dr. 
Donald E. Cameron stated that he had tried this 
treatment during the previous year at the Worces- 
ter State Hospital. The number of remissions that 
he has obtained has not been so great as that which 
Dr. Sakel has had, since all of Dr. Cameron’s cases 
were of longer duration. But all the patients 
treated, 20 in number, have improved, and this 
improvement has sometimes been very great. 
Some of the patients were discharged, and some of 
them had relapses, but such relapses were fre- 
quently overcome. It is felt that, if the treatment 
is to be effective, it should work at the first at- 
tempt. The general impression following this treat- 
ment at the Worcester State Hospital is that im- 
provement follows in most cases, and that this 
treatment certainly has more to offer than any other 
form of therapy known. 


GREATER BOSTON MEDICAL SOCIETY 
A meeting of the Greater Boston Medical Society 


to be very dramatic and surprising. 


There is a 


was held at the Beth Israel Hospital, March 9, Dr. 
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Henry A. Kontoff, presiding. Dr. Moses Behrend, 
surgeon to the Jewish and Mount Sinai hospitals in 
Philadelphia, talked on “Carcinoma of the Colon,” 
illustrating his discussion with lantern slides and 
motion pictures. 

Dr. Behrend emphasized the fact that the symp- 
toms, diagnosis and treatment of carcinoma of the 
colon depend entirely on the location of the lesion. 
Early in the disease, no matter what the situa- 
tion of the tumor, the subjective symptoms are 
vague and indefinite, whereas in the later stages 
of the disease, the diagnosis is simple, but the 
prognosis unfavorable. In a review of the histories 
of 158 cases, Dr. Behrend has found that, although 
the familiar symptoms of pain, tenderness, spasm 
and bloody or mucus-containing stools occur occa- 
sionally, the most prevalent and suspicious hints 
of new growths in the colon are constipation and 
diarrhea. Above all, any radical or persistent 
change in bowel habits is extremely significant. 
Anemia and cachexia predominate only in well- 
advanced cases. Diarrhea remains as the foremost 
and most dependable symptom in cancer of the 
rectum. Confusion may arise in differentiating tu- 
mors about the cecum from appendicitis, since any 
mass is easily mistaken for an appendical abscess. 
The question is often settled only at operation. In 
the descending colon the constricting type of can- 
cer is more commonly found, and Dr. Behrend be- 
lieves that symptoms do not often become promi- 
nent enough to make the diagnosis apparent even 
over a period as long as 5 years. X-ray is the most 
valuable aid in the early discovery of the disease, 
but even this assistance may be confusing, espe- 
cially in lesions at the left costolumbar arch of the 
diaphragm. For this reason, many tumors are not 
discovered until adhesions have formed and the tis- 
sues have become so friable that operation is in- 
advisable and, when attempted. is unsuccessful. 

It has been proved by reliable sources, such as the 
Mayo Clinic and the Metropolitan Life Insurance 
Company, that cancer of the colon has shown a de- 
cided increase in recent times, the rate of increase 
amounting to approximately 1% per cent a year. 
The appalling number of inoperable cases reported 
is probably the result of more definite diagnostic 
methods developed in the past few years. Even to- 
day a large number of cases are discovered for the 
first time at autopsy. Dr. Behrend has concluded 
from his own investigations at the Mt. Sinai Hos- 
pital that the majority of malignant tumors in the 
large bowel occur in the descending colon, sigmoid 
and rectum. 

The sex incidence in cancer of the large bowel is 
of little importance, for the disease affects males 
and females with almost equal frequency, but it is 
generally agreed that age plays an important part 
in the prognosis. The younger the patient, the 
more malignant is the disease, and, conversely, the 
older the patient, the less probable is the metastatic 
extension of the tumor. Dr. Behrend’s youngest 


tosis, despite treatment, less than 8 months after 
the discovery of the primary lesion, while his old- 
est victim, a man of 72, survived radical excision 
with remarkable stamina. This ability of elderly 
patients to withstand the rigors of extensive oper- 
ations often far better than younger individuals is 
a fact always to be borne in mind. Dr. Behrend 
has found that cancers of the colon are more prone 
to occur between the ages of 60 and 70 than in any 
other age division. 

Referring to methods of diagnosis, Dr. Behrend 
stressed the importance of a digital examination 
on all patients: over 35, who present a history of 
abdominal discomfort and loss of weight. This pro- 
cedure should be carried out in the knee-chest and 
dorsolateral positions in order to obtain the best 
results. Sigmoidoscopic examination is a valuable 
aid in the diagnosis of tumors of the lower bowel 
that cannot be reached by the examining finger and 
is especially useful in revealing precancerous 
polyps. Dr. Behrend called attention, however, to 
the rarity with which benign polyps have served as 
precursors of malignant tumors in his own experi- 
ence. On the other hand, in well-advanced cases it 
is difficult to determine whether the underlying tu- 
mor has been a polyp. X-ray is still the outstand- 
ing diagnostic aid, but such conditions as pseudo- 
myxoma peritonaei, diverticulitis and pathology in 
the kidney or spleen are often erroneously diagnosed 
as cancer of the large bowel. The advisability of 
several x-ray studies in doubtful cases cannot be 
overemphasized. Another difficulty in diagnosis is 
the anemia which is so frequently associated with 
cancer of the colon. Only too often such cases are 
interpreted as pernicious anemia. 

The occurrence of multiple tumors of the large 
bowel is a much disputed subject. An accurate di- 
agnosis can be made only by the application of Bill- 
roth’s three postulates. First, the two tumors must 
have separate histories; secondly, each must arise 
from its own parent epithelium; and, thirdly, each 
must supply its own metastases. 

Although Dr. Behrend has never operated on a pa- 
tient with regional ileitis, he maintains that the 
most distinctive differentiating feature always asso- 
ciated with this condition is leukocytosis, which 
rarely occurs in carcinoma, 

Emaciation is commonly associated with malig- 
nant tumors of the colon, but such tumors may also 
occur in obese patients, presumably in the best of 
health. Dr. Behrend cited several such cases where 
the individual’s weight exceeded 200 pounds. 


Recent alterations in the preoperative treatment 
have played an important part in diminishing the 
mortality and in shortening the period of convales- 
cence in surgery for carcinoma of the colon. The in- 
testine should be cleansed thoroughly by irrigations 
and laxatives. The intravenous administration of a 
solution of 10 per cent glucose and a liquid diet, 
excluding milk, supply the needed fluids. It is Dr. 


Behrend’s practice to digitalize all patients on the 


patient, a girl of 23, died of generalized carcinoma- 


basis that it will do no harm and that it often gives 
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valuable support to a weakened heart. The same 
routine is followed when a two-stage operation is 
performed. Blood transfusions are given before and 
after the operation when there is severe anemia, but 
in all cases transfusions should be used postopera- 
tively as freely as is necessary. The value of perito- 
neal immunization to reduce the possibility of in- 
tercurrent infection is questionable. In Dr. Behrend’s 
own experience such precautions have not appre- 
ciably altered the incidence of peritonitis. Vac- 
cination during the first stage has been advised, 
but more favorable results have been obtained by 
inoculating the patient 8 to 10 days before opera- 
tion. Dr. Behrend believes that the leukocytosis pro- 
duced by vaccination is the effective principle in 
this treatment. Sodium nucleinate has been used 
to increase the white blood cell count with fair 
success. 


The type of operation employed in colonic malig- 
nancies depends wholly on the location of the le- 
sion. Two-stage methods are by far the most ad- 
vantageous, for the preliminary colostomy is done 
far enough in advance to allow any inflammation 
which may have arisen to subside before the sec- 
ond stage is attempted. Dr. Behrend prefers to do 
an ileotransversé colostomy at the first stage and to 
remove the colon at the second. In tumors low in 
the rectum, a new anus may be constructed’ by su- 
turing the rectal mucosa to the skin. This orifice 
should be kept patent with bougies to prevent stric- 
tures. Spinal anesthesia is preferred, and the low- 
ering of the blood pressure produced by this method 
is little to be feared. Dr. Behrend has used neo- 
caine in 3,000 cases without a single fatality from 
the anesthetic agent. 


Irradiation has no permanent effect on malignant 
growths in any part of the large bowel, but it serves 
well to relieve pain in inoperable cases. It has a 
tendency to devitalize the blood and thus necessi- 
tates numerous transfusions. Light doses of x-ray 
may be used for a short time if, after operation, it 
is believed that not all the tumor has been removed. 

The colon bacillus is the commonest offender in 
postoperative infection. The only successful treat- 
ment is adequate drainage. A good prophylactic 
measure, if infection is suspected, is to insert a 
drain through a separate incision in the loin at the 
first stage. A pelvic drain may be put in place 
at the second stage. Most fatalities are caused by 
peritonitis, principally because the colon can never 
be adequately sterilized. 


The mortality in surgery for carcinoma of the 
colon is now about 10 per cent. Most recurrences 
appear in 1 to 3 years but Dr. Behrend has sev- 
eral 5 to 7 year cures. 


SIR WILLIAM OSLER SOCIETY 
The Sir William Osler Society of the Tufts Col- 
lege Medical School met in the auditorium of the 
Beth Israel Hospital on March 16. Dr. Walter B. 
Cannon, George Higginson Professor of Physiology 


at the Harvard Medical School, 
Nature of Emotional Behavior.” 

Dr. Cannon recalled his last association with the 
great physician, Sir William Osler. At that time, 
Dr. Osler’s life was saddened by the death of his 
son. Although sorely affected by this great loss, 
he managed to retain his cheerfulness and wit until 
his own death a short time later. The use of his 
name as a title for a medical society is a worthy 
tribute to his memory. 

Although we have all felt the widespread effects 
of emotion, the mechanism is a mystery. Surges of 
feeling arise within us with no apparent causative 
stimulus. We may be proud or ashamed of our 
reactions to difficult situations, but our behavior is 
principally automatic and not controlled by any in- 
dividual element of bravery or cowardice. The 
usual manifestations of mental excitement are so 
familiar that they hardly need to be enumerated. 
We all recognize the pallid face, the pounding, rapid 
heart beat and the cold sweat associated with emo- 
tional disturbances. The underlying functional 
changes. however, are obscure. 

Dr. Cannon first became interested in emotional 
behavior 40 years ago. As a medical student he no- 
ticed the effect of excitement on intestinal peristal- 
sis as observed by x-ray examination. The arrest 
of peristalsis in a mother cat was easily produced 
by separating her from her kittens. When the 
anxiety, thus aroused, was removed, the peristaltic 
waves returned to their normal frequency. Similar 
experiments carried out on dogs have shown that 
emotional upsets diminish the flow of gastric secre- 
tion. The normal amount of gastric fluid excreted 
during a period of “sham feeding” (exit of the swal- 
lowed food through an esophageal fistula) can be 
markedly reduced if the dog is previously excited 
by the appearance of a cat. If the dog is fed by 
the same method for 5 minutes, and the cat is then 
presented to it and withdrawn, the flow of gastric 
juice is reduced to a few drops. It has been dem- 
onstrated also that pancreatic and salivary secre- 
tions are likewise drastically interfered with in emo- 
tional stress. All these changes occur in human 
beings as well as in animals. The dry mouth of 
the nervous orator is a typical example of the lat- 
ter phenomenon. To illustrate this point further, 
Dr. Cannon recalled the history of a patient who 
was to be examined by Dr. Joslin. Previous to her 
interview with him, the patient had been obliged 
to spend the night in quieting her drunken husband; 
she was so mentally disturbed that her gastric 
glands failed to secrete. In the morning her 
stomach contents were found to consist of the un- 
digested food she had eaten the evening before. 

Another opportunity of observing the mechanism 
of gastric secretion is afforded in those unfortunate 
individuals who are unable to swallow because the 
esophagus has been damaged and closed by the acci- 
dental swallowing of a corrosive. Such patients 
must be fed by gastrostomy. The gastric functions 
may be readily studied through the stoma. Food 
eaten after any provoking or exciting circumstances 
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does not receive the benefits of the normal psychic 
secretion of gastric juice. This inhibition shows the 
prolonged effect that mental excitement may exert 
on the secretions of the digestive juices. 

The results of mental agitation can be more easily 
visualized if the intricate structure of the autonomic 
nervous system is considered. Any stimulus affect- 
ing this system is spread diffusely through its many 
arborizations to the heart, blood vessels and, in 
fact, to every part of the body. The immediate ef- 
fects, thus produced, are reflected in the resulting 
mobilization of sugar from the liver, the arrest of 
intestinal motility and the inhibition of gastric and 
salivary secretions. The same results may be ob- 
tained by the administration of adrenine, the hor- 
mone produced by the suprarenal glands. This fact 
can be demonstrated experimentally by the re- 
sponses of completely denervated organs to adrenine 
and to emotional agitation. With adrenine, the 
heart rate is more markedly increased than by emo- 
tional stimulation alone. 

Great excitement is a potent cause of glycosuria. 
A 30 per cent increase in blood sugar has been pro- 
duced experimentally by emotional stimulation in 
human beings as well as in animals. Medical stu- 
dents under the stress of important examinations 


show an unmistakable tendency to glycosuria. Dr. 
Cannon cited a case in which hyperglycemia pro- 
duced by anger had a beneficial application. <A 


known diabetic accidentally took an overdose of in- 
sulin. He was unable to correct the symptoms of 
hypoglycemia by himself so he staggered to a drug 
store for relief but was unceremoniously ejected as 
a drunkard. He became enraged at this treatment, 
and, consequently, his blood sugar was raised to a 
level sufficient to overcome his hypoglycemia. 

Mental excitement has long been known to pro- 
duce arterial hypertension. The blood contained in 
the vessels of the intestine is driven hastily to the 
organs whose functions are needed for defensive 
purposes, such as the muscles, heart and brain. 
The number of red corpuscles in the blood is in- 
creased and the clotting time diminished in such 
emergencies. 

The bronchioles are dilated when the necessity 
for increased oxygenation is paramount, as in the 
defensive reflexes of fright and anger. Asthmatics 
have been temporarily relieved of their respiratory 
difficulty by the bronchial dilatation resulting from 
mental excitement. 

The recovery of muscle from fatigue is greatly 
accelerated by emotional disturbances. Adrenine 
also decreases the recovery time, and as little as 
0.1 ce. of a 1/100,000 solution of this substance 
given during a rest period can greatly improve 
muscular efficiency. 

All of these alterations in function can be induced 
by the administration of the suprarenal hormone. 
Moreover, after the adrenal glands have been re- 
moved, many of the changes thus obtained are prac- 
tically absent when there is emotional excitement 


lates the glands by a nervous route to produce 
adrenine aud, in turn, to produce its effects. 

All these emotional changes have characteristics 
resembling reflexes. They are inborn and require 
no expenditure of effort for their display. Even 
the young infant instinctively manifests anger when 
his hands are held or when, in any way, his usual 
liberties are prohibited. Such changes are uniform 
in different races. Facial and other expressions 
typical of youth are permanent and may be recog- 
nized in old age. All these alterations in function 
are like reflexes and, like reflexes, have some de- 
gree of usefulness. 

The key to understanding the bodily changes in 
emotional excitement is found in the relations of 
fear and anger to certain instincts, fear being asso- 
ciated with the instinct to escape, to run away, and 
anger being associated with the instinct to attack. 
These emotions and instincts are closely related to 
one another. We fear and wish to kill anything 
that would kill us. The most prominent feature of 
these reactions is their close association with the 
struggle to maintain existence. This relation can 
be traced back to earliest times, and it is altogeth- 
er probable that only those changes which have 
made for a better defense have endured through 
the ages. Thus, the protective needs of the body 
have become established. Increased nutrition to 
the active muscles is provided by the mobilization 
of sugar. The rapid heart beat, the raised blood 
pressure and the increase in number of blood cor- 
puscles and dilatation of bronchioles serve to im- 
prove oxygenation of the tissues and to defer mus- 
cular fatigue. In anticipation of the possibility of 
blood loss, the reduction in clotting time conserves 
as much as possible the blood volume. The vascular 
supply is withdrawn from the intestine during such 
emergencies so that digestion cannot go on normal- 
ly. Consequently all intestinal activity is inter- 
rupted. 

The exact location of the emotional center in 
the brain is still in doubt. It cannot lie in the 
cerebral cortex for all these changes occur and 
are even magnified when the cortex is removed. 
The phenomenon of sham rage is produced, in fact, 
by decortication. The effect of nitrous oxide anes- 
thesia on hun.an beings is comparable to that of de- 
cortication in animals. Emotional responses, such 
as laughing or crying, are set free for they are not 
satisfactorily controlled when the cortex is numbed 
by the anesthetic. It has been proved that the cen- 
ter is situated somewhere in the region of the thal- 
amus for, when that area is removed from animals, 
they do not exhibit the complete emotional re- 
sponse. Since the thalamus is a part of the an- 
cient brain stem, it is not surprising that the emo- 
tional patterns of animals and men are so similar. 

Recent experiments by Bard have revealed still 
more interesting phenomena. In animals, when the 
cortex is removed down to the diencephalon on one 
side, the animal becomes unilaterally emotional. 


It would seem that mental agitation stimu- 


alone. 


Tactile stimulation anywhere on the decorticated 


VOL, 216 
NO. 21 


NOTICES 957 


side produces extreme rage, while similar excite- 
ment on the normal side is accompanied by evi- 
dences of pleasure. In estrus, however, the rage 
response disappears. The chemical changes oc- 
curring during heat in some way alter the animal’s 
emotional behavior. The interpretation of these pe- 
culiar results has not yet been clearly worked out. 


ALPHA OMEGA ALPHA LECTURE 


A public lecture under the sponsorship of the 
Alpha Omega Alpha Society was given at the Har- 
vard Medical School on March 17 by Dr. E. Ken- 
nerly Marshall, Jr., director of the Department of 
Pharmacology and Experimental Therapeutics, Johns 
Hopkins University School of Medicine. Dr. Mar- 
shall spoke on the subject, “A New Chapter in 
Bacterial Chemotherapy—Para-aminobenzenesulfon- 
amide.” 


For the past 30 years chemotherapy has been di- 
rected toward protozoan organisms, and until re- 
cently there has been no successful chemotherapy, 
for bacterial infections. Several years ago an agent 
was found to be of value in treating pneumococcus 
infections in mice, but the dose required to kill the 
pneumococci was only sMghtly less than the lethal 
dose for the infected animal which made the agent 
unsatisfactory for use in treating human infections. 
Two years ago German investigators used a sub- 
stance which they called “prontosil’ in an attempt 
to protect mice against infection with streptococci 
and reported good results. It was claimed that 
one milligram of the substance per kilogram of body 
weight was sufficient to cure mice infected with 
streptococci. Subsequent investigations indicated 
that the more virulent the strain of streptococcus 
used to infect the animals, the better were the cura- 
tive results, but showed that the doses required 
were larger than those originally reported. The 
substance later was found to be effective against 
meningococcal infection. 

Prontosil is, therefore, a drug which can cure ef- 
fectively an otherwise fatal disease in mice, and 
there are strong indications that it is of excellent 
curative value in human streptococcal infections. It 
is important to determine its method of action. De- 
terminations of the excretion of the dye in dogs 
have shown that 60 to 95 per cent can be recovered 
from the urine in 48 hours in an unchanged condi- 
tion. Only 10 per cent is excreted unchanged by 
rabbits, but 78 to 93 per cent of the total appears 
in a conjugated form (acetyl derivative) which is 
not effective in killing streptococci. The human 
subject excretes the drug partly unchanged and 
partly in the conjugated form. 


Studies of the concentration of the dye in the 
blood showed that absorption from the subcutane- 
ous tissues and gastrointestinal tract was extreme- 
ly rapid and that subcutaneous injections did not 
give higher blood levels than oral administration. 


The highest concentration in the blood was ob- 
tained by administering the substance every 4 hours 
by mouth. A rapid effect is best obtained by giv- 
ing a large initial dose, which is followed by re- 
peated maintenance doses. The amount present in 
the blocd depends on the renal function, and 2 or 
2 days are required to eliminate it from the body 
after administration has stopped. Patients with im- 
paired renal function require a longer time to rid 
themselves of the drug. 


Prontosil passes readily into the various body 
fluids and secretions and is present in the cere- 
brospinal fluid is approximately 80 per cent of the 
concentration that exists in the blood. It is distrib- 
uted throughout about 60 to 80 per cent of the body 
tissues, being present in low concentrations only in 
fat and bone. Its rapid absorption and quick pas- 
sage throughout the entire body explain its bene- 
ficial action to some degree. 


The toxicity of prontosil is extremely low. Ad- 
ministration of ten times the maximum therapeutic 
dose was require€ to produce signs of acute tox- 
icity in dogs and rabbits, and recovery was always 
prompt and compiete. Chronic poisoning was pro- 
duced by the repeated administration of massive 
doses, with the appearance of acidosis, cyanosis, a 
rise in temperature and occasionally a skin rash. 
Dogs were given twice the therapeutic dose for 2 
months without signs of toxicity, however, and re- 
peated administrations to growing rats had no 
effect on their rate of growth. 


Further investigation will be required to eluci- 
date fully the mode of action of the drug. 


NOTICES 


CLINICS FOR CRIPPLED CHILDREN IN MASS- 
ACHUSETTS, UNDER THE PROVISIONS OF 
THE SOCIAL SECURITY ACT 
Clinic Date Orthopedic Consultant 

Haverhill June 2 Dr. Arthur T. Legg 

7 


Salem June Dr. Harold C. Bean 
Brockton June 10 Dr. George W. Van Gorder 
Lowell June 11 Dr. Albert H. Brewster 
Pittsfield June 14 Dr. Francis A. Slowick 
Gardner June 15 Dr. Mark H. Rogers 


Springfield June 16 Dr. Garry deN. Hough, Jr. 
Hyannis June 22 Dr. Paul L. Norton 
Worcester June 25 Dr. John W. O'Meara 
Fall River June 28 Dr. Eugene A. McCarthy 


MEDICAL UNIT OF THE RESERVE OFFICERS 


The final regular meeting of the Medical Unit of 
the Reserve Officers will be held at the Armory on 
Irvington Street, Boston, on June 4, at 8:15 p. m. in- 
stead of the Hotel Victoria on May 31. 

Dr. Charles H. Tozier will show colored moving 
pictures of Hawaii. 
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This meeting is under the auspices of the Metro- 
politan Chapter of the R. O. A., and an admission 
fee of 25c will be charged. 

An invitation to attend is extended to all doctors. 


Ladies are also welcome. 
SOCIETY MEETINGS, CONGRESSES 
AND CONFERENCES 


CALENDAR OF BOSTON DISTRICT FOR THE WEEK 
BEGINNING MONDAY, MAY 31 


Tuesday, June 1— 
Massachusetts Medical Society, Hotel Bradford, Bos- 
ton. 
9:30 a. m. Massachusetts General Hospital. 
clinic. Ether Dome. 
12:30 p. m. Harvard Medical 
Hotel Bredford, Boston. 


Thoracic 
Alumni Association. 


Alumni Associa- 


12:30 p. m. Tufts Medical School 
tion. Hotel Tcuraine, Boston. 
6:30 p. m. Harvard Medical School, Class of 1900. 


Harv ard Club. 
Wednesday, June 2— 
Massachusetts Medical Society, Hotel Bradford, Bos- 
ton. 
+12 m. Clinicopathological conference. Children’s Hos- 
pital amphitheater. ; 
12:30 p. m. New England alumni, luncheon meeting, 
University of Maryland School of Medicine, Col- 
lege of Physicians and Surgeons, Baltimore Medi- 
cal College, Hotel Bradford,@Boston, Oval Room, 
mezzanine floor. 
15 p. m. Massachusetts Medico-Legal Society, Ho- 
tel Bradford, Boston, Studio C, 5th floor. 


ro 


2 p.m. Massachusetts General Hospital. Psychiat- 
ric clinic. Out patient department. 
4 m.-5 p. m. Surgical pathological conference. 


p. 
Dr. Cutler and Dr. Wolbach, Peter Bent Brigham 
Hospital. 
Thursday, June 3— 

Massachusetts Medical Society, Hotel Bradford, Bos- 


ton. 
8 a.m. Massachusetts General Hospital. 
clinic rounds. 


Circulatory 
Medical 


11 a. m. Massachusetts General Hospital. 
grand rounds. Ether dome. 

12 m. Massachusetts General Hospital. Clinico- 
pathological conference. 

Friday, June 4— 

10 a. m. Massachusetts General Hospital. Fracture 
rounds. 

8:15 p. m. Medical Unit of the Reserve Officers. 


The Armory, Irvington Street, Boston. 
Saturday, June 5— 
*10 a. m.-12 m. 
Brigham Hospital. 
Christian. 


Staff rounds at the Peter Bent 
Conducted by Dr. Henry A. 


*Open to the medical profession. 
+Open to Fellows of the Massachusetts Medical Society. 


June 1—Harvard Medical Schcol, Class of 1900. Page 


lune 1—Harvard Medical Alumni Association. Page 


- 1—Tufts Medical School Alumni Association. Page 

June 1, 2 and 3—Annual meeting, Massachusetts Medi- 
cal Society, Hotel Bradford, Boston. 

June 2—New England Alumni, luncheon meeting, Uni- 
versity ef Maryland School of Medicine, College of Physi- 
cians and Surgeons. Page 937. 

June 2—Massachusetts Medico-Legal Society. Page 937. 
— 4—Medical Unit of the Reserve Officers. Page 

June 7—American Medical Golfers Play in Atlantic City. 
Page 582, issue of April 1. 

June 7 and 8—American Heart Association. Page 769, 
issue of April 29. 

June 7-11—American Medical Association. Atlantic City. 
Page 709, issue of April 22. 

June 8—The American Neisserian Medical Society. Page 
489, issue of March 18. 

June 8 and 9—American Board of Obstetrics and Gyne- 
cology. Page 78, issue of January 14. 

June 11-18—Catholic Hospital Association. Page 488, 
issue of March 18. 

June 24—Pentucket Association of Physicians. 8:30 p. m. 
at “Duck 

July 6-11—Fifth International Congress of Hospitals. 
Page 37, issue of January 7. 

September 13-17—Fifth International Congress of Radi- 
ology. Page 709, issue of April 22. 

October 5-8—American Public Health Association meet- 
ing. New York City. 

October 9—American Board of Ophthalmology, Chicago. 


October 19, 20, 21—Academy of Physical Medicine. Page 
723, issue of April 22. 
October 25-29—American College of Surgeons. Chicago 


Illinois. 


BOOK REVIEWS 


Modern Treatment and Formulary. Edward A. Mul- 
len. 707 pp. Philadelphia: F. A. Davis Company. 
$5.00. 


In many respects, this handbook is a throwback 
to an earlier age. In alphabetical order are listed 
didactic directions for treating anything from abor- 
tion to x-ray burns. A great many prescriptions are 
ready for the physician to use, whether the case be 
one of arteriosclerosis, chilblains or gonorrhea. In 
the appendix, among other treasures, are found 
formulas for liquid foods; diet lists for all varieties 
of conditions including neurasthenia and sciatica; 
treatment for fractures, dislocations, and sprains; 
a table of differential diagnosis; an excellent physi- 
cian’s dose table; a table for calculating the period 
of uterogestation; and, even, “The Physicians’ In- 
terpreter” for conducting medical conversations in 
five languages. Despite the obvious naiveté of the 
book, and the reviewer’s innate repugnance for a 
medical work treated so didactically and unphys- 
iologically, it must be admitted that the book will 
probably prove useful for ready reference in the 
busy physician’s practice. 


Bakterienfreie Meerschweinchen. Godsta Glimstedt. 
295 pp. Copenhagen: Levin & Munksgaard. 


This monograph of approximately 300 pages is de- 
voted to a discussion of the rearing of bacteria-free 
guinea pigs, their growth and the appearance of 
their organs. A good deal of study is devoted to 
the structure of the lymphoid tissue. 

This work will be of particular interest to stu- 
dents of growth and nutrition. 

An ingenious method of presenting graphs is 
shown, whereby the curves may be superposed. By 
having certain features printed in colored inks on 
transparent paper, bound immediately proximate, 
the graphs may be superposed or separated at will. 


Manuel de Puériculture. P. Lerebouilet, in collab- 
oration with F. Saint Girons and A. Zuber. Sec- 
ond Edition. 227 pp. Paris: Masson et Cie, 1936. 
22 fr. 

This little handbook on the care of the child un- 
der 2 years is addressed to mothers and their help- 
ers rather than to the medical profession. To 
those who read French it might be helpful, though 
there are a number of American handbooks along 
the same line of much greater practical utility. For 
in certain respects Dr. Lereboullet’s methods dif- 
fer from those in general use here. He recom- 
mends feeding the baby every 2% hours at first; 
only at 3 months or thereabouts is the interval 
lengthened to 3 hours; 4 hourly feedings commence 
at 7 or 8 months. Although he favors precooking 


Page 722, issue of April 22. 


cow’s milk destined for the infant’s use, he does not 
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offer fresh fruit juice before the fourth month. 
Cereal he begins at the seventh month, soup and 
vegetables not until still later. A discussion of cod 
liver oil is conspicuous by its absence. 

His suggestion of vaccinating every baby against 
smallpox some time between the ages of 9 and 90 
days is worthy of serious consideration. He be- 
lieves, too, in the routine vaccination of newborn 
babies against tuberculosis by the administration 
of Calmette vaccine by mouth, a procedure that ap- 
pears to him quite without risk. Notwithstanding 
the commonness of this view in Europe the Amer- 
ican physician still remains skeptical. Immunization 
against diphtheria he carries out at 1 year. 

Paper-covered, the book is clearly printed on good 
stock: the illustrations, in line drawing, are inter- 
esting and to the point. One feels the want of an 
index. 


The Diagnosis and Treatment of Chronic Diseases 
of the Respiratory Tract. With Especial Refer- 
ence to the Lesions of the Trachea, Bronchi, Lungs, 
Pleura and Diaphragm. Elmer H. Funk. Revised 
by Burgess Gordon. Edited by Henry A. Christian. 
618 pp. New York: Oxford University Press. 


This book was written by the late Elmer H. Funk 
and, after his death, revised by Gordon. Both men, 
through their connection with the Jefferson Hospital 
in Philadelphia, had excellent opportunities to study 
the conditions presented in the book. The material 
is divided into four parts—Part I, General Consider- 
ations in Diagnosis and Treatment of Disease of 
the Lower Respiratory Tract; Part II, Diseases of 
the Trachea, Bronchi and Lungs; Part III, Diseases 
of the Pleura, and Part IV, Pulmonary Tuberculosis, 
Intrathoracic New Growths, Diseases of the Dia- 
phragm. The foreword is written by Henry A. 
Christian, M.D. The quality of paper, the type and 
the many illustrations are good. It is probably the 
most complete and comprehensive book on diseases 
of the respiratory tract that has been published to 
date. All the modern methods of diagnosis and 
treatment are presented. While there is no attempt 
at differential diagnoses as such, the chapters in 
themselves, taking up separate entities such as bron- 
chiectasis, pulmonary emphysema, lung abscess, 
and so forth, make a practical and clear differential 
presentation. Outstanding chapters are those deal- 
ing with animal parasites, molds and fungi, when 
present in the chest. One hundred pages are de- 
voted to the subject of tuberculosis. 

It is interesting to compare this volume, complete 
with modernity, with the classical essay by Oliver 
Wendell Holmes (the Boylston Prize Dissertation 
for 1836) printed in the Library of Practical 
Medicine, Volume VII. One paragraph which was 
applicable in 1836 is just as much so today: “This 
is not the place to expose the different methods of 
treatment which may be employed with hopes of 
utility, under the circumstances we are supposing; 
the key to them all lies in the discovery of the 
fact that the patient is laboring under a disease 


its presence has been determined.” Holmes’ plea for 
“direct exploration” is reiterated one hundred years 
later by Funk and Gordon in the introduction. “While 
the microscope, the roentgenoscope and the bron- 
choscope are invaluable instruments of precision | 
which aid in the diagnosis of diseases of the res- 
piratory system” they should not be regarded as 
“methods of replacements” but only as “adjuncts 
in the diagnostic study.” W. W. Keen is quoted 
aptly on this subject: ‘With all our varied instru- 
ments, useful as they are, nothing can replace the 
watchful eye, the alert ear, the tactful finger, and 
the logical mind which correlate the facts obtained 
through all these avenues of information and so 
reach an exact diagnosis.” 

This is definitely a textbook rather than a clini- 
cal presentation of any special group of patients. 
In other words, the different stages of various types 
of pathology in the respiratory tract, as seen in 
different individuals, are described and abundantly 
illustrated by diagrams, drawings and roentgeno- 
gram reproductions. The book is recommended 
without reservation to the general practitioner, the 
medical student and specialist. 


Diseases of the Coronary Arteries and Cardiac Pain. 
Edited by Robert L. Levy. 445 pp. New York: 
The Macmillan Company. $6.00. 


This is the first complete compilation of all the 
important aspects of coronary artery disease. The 
editor is to be congratulated in conceiving this type 
of book and in selecting the various contributors. 
The authoritative standing of the fourteen authors 
assures the reader that the subject matter is not 
only covered adequately but includes all the most 
recent advances in our knowledge. It is particular- 
ly fitting that such a single volume should appear 
in this country, because much of our present knowl- 
edge concerning coronary artery disease comes from 
the clinical and experimental studies carried out 
in the United States. 

A list of the contributors gives one a clear pic- 
ture of the character of this valuable addition to 
our medical literature: Drs. C. S. Beck, H. L. 
Blumgart, A. E. Cohn, L. I. Dublin, J. B. Herrick, 
W. J. Kerr, R. L. Levy, F. M. Smith, W. C. Von 
Glahn, J. T. Wearn, J. C. White, P. D. White, C. J. 
Wiggers, and F. N. Wilson. Each has written on that 
aspect of the whole subject with which he has had 
intimate and extensive experience. The entire vol- 
ume covers the anatomy, physiology, pathology and 
pharmacology of the coronary circulation and the 
clinical features of diseases of the coronary ar- 
teries. There are interesting chapters on the sta- 
tistical and on the electrocardiographic aspects of 
coronary artery disease. Finally, the book ends 
with three chapters on the newer surgical methods 
of treatment, that is, paravertebral alcohol injec- 
tions and ganglionectomy, total thyroidectomy, and 
the development of a new blood supply to the heart. 

This volume is very clearly printed and not over- 
burdened with charts or figures. Despite the large 


whose future tendencies we know but too well when 


number of authors there is unanimity of purpose 
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and a striking lack of overlapping. 
serve a very useful purpose in that the physician 


can find a complete discussion concerning almost 


any aspect of the coronary artery problem in a 
single volume. 


The Wisdom of Andrew Boorde. 
mund Poole. 63 pp. 
Backus, 1936. 


Edited by H. Ed- 
Leicester, England: -Edgar 


Interest appears to be growing in this early six- 
teenth century medical figure, who traveled through- 
out Europe and left us two important medico-travel 
books, now so rare that only a few copies are known 
of each. Any version of them in modern printed 
form is therefore welcome. The book under review 
is an abridged version of The Dyetary of Helth, with 
a@ very small excerpt from The Breuyary of Helth, 
two publications of Boorde’s issued about 1542. They 
were the first printed handbooks of Europe. The 
particular sections chosen by Mr. Poole deal with 
the organization of a Tudor household, and they 
contain little of interest regarding medicine. Toward 
the end of the book, parts of chapters on diet and 
disease are given. In transcribing the author has 
used a uniform modern spelling. An introduction 
gives the chief facts of Boorde’s life. There are 
unique illustrations, and the format of the book is 
unusual and attractive. 

For the physician and medical historian, the chief 
interest in this publication lies in the appendix. 
Here Poole gives some notes on the school of 
medicine at Montpellier in the sixteenth century 
culled from an article by Germain in the Revue His- 
torique, 1877, which is almost unknown. This, to 
the reviewer, is the most important part of Poole’s 
book, for the rest is easily available in Furnivall’s 
Text and the Dictionary of National Biography. 


On Your Guard! The Prevention and Treatment 
of Sex Diseases. Carl Warren. 160 pp. New 
York: Emerson Books, Inc. $1.00. 


This small book is addressed to those who will 
have sexual freedom. It is printed in clear, read- 
able type, interestingly illustrated with pictorial 
charts, and neatly bound. The style is easy, holds 
the attention and reflects the writer’s profession as 
a newspaper man. It carries a foreword by Dr. 
Max J. Exner of the American Social Hygiene As- 
sociation and its jacket bears the ‘Authoritative 
Comment,” decidedly complimentary, of a number 
of well-known health officers and physicians. The 
author has shown good judgment and excellent 
taste in having adhered to facts, thus permitting the 
truth to become sensational of itself. 

To those who neglect the foreword and plunge 
directly into the first chapter, this may appear to 
be a treatise of the prophylaxis of gonorrhea and 
syphilis. Although a third of the pages of the book 
are devoted to-it, another third are given to the 
history, incidence, prevalence and distribution of 


gonorrhea and syphilis, and the final third, to their 
recognition and treatment. 


It ought to 


modern knowledge goes. There is no unnecessary 
detail or confusing debate over controversial points. 
Of the facts, only enough are included to put the 
reader “on guard” against exposure, infection, in- 
fection of others and any but competent medical 
care. The book may almost be described as a first 
aid manual for those who will have premarital or 
extramarital intercourse. 

It would be possible to quibble over a statement 
here and there, such as that, “One, two, three or four 
plus signs on the report (Wassermann) show the 
virulence of the disease”; or the rather arbitrary 
and uninterpreted advice that, “The treatments 
(for early syphilis) are given weekly for forty-three 
weeks in cases in which treatment was started be- 
fore the blood reaction became positive and sixty- 
nine weeks in cases in which the blood reaction had 
become positive.’ One wonders how the doctor is 
to persuade the patient who has read this book to 
continue treatment for the forty-fourth or seventieth 
week—or longer—as circumstances may dictate. 
This may suffice for the prevention of mucocutane- 
ous relapse, but it is generally conceded that the 
minimum period of uninterrupted treatment in early 
syphilis should be eighteen months. 

The book will be variously received. It will be 
read avidly by a public that is hot in pursuit of any 
literature on sex. Fortunately, the recent appear- 
ance of syphilis and gonorrhea in the press has 
given Authority an opportunity to undo some of 
the damage that has been done by the flood of 
sensational, sexy, near-obscene and frankly obscene 
drivel, which has been poured into print during the 
past few years. 

It will be commended by many health officers 
who have wondered how to teach prophylaxis as a 
health measure without being accused of conspir- 
ing to make promiscuity reasonably safe. It will 
be accepted by the social hygienist as an emergency 
measure, necessary for the protection of the public 
health until sex character building can remove the 
basic cause of all the symptoms of poor social hy- 
giene. It will be read sadly by those whw regret 
that the sex relations are so prostituted that mil- 
lions of our people must needs be warned, “On your 
guard.” Finally, it will be trampled upon and re- 
viled by those who will read into its lines a pre- 
scription for birth control, albeit gonorrhea is the 
most notorious sterilizer and syphilis the most Vi- 
cious abortionist and crippler and killer of children 
of them all. 

Whether sexual freedom is desirable is not the 
question here. That is another problem. So long 
as there are those millions who will be promiscu- 
ous, it can hardly be debated whether they should 
be permitted to become infected, not only with 
disastrous results to themselves, but to the inno- 
cent whom, in turn, they infect. Even the encourage- 
ment to promiscuity of a few of the heretofore timid 
can hardly be balanced unfavorably against the 
fact that nearly half of the twenty million persons 
in the United States who have syphilis and gon- 
orrhea were infected innocently by those other mil- 


The information presented 


is sound, so far as 


lions who were not, in the first instance, “on guard.” 
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